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Promoting Convalescence 


Following the acute diseases, the problem of restor- 
ing the patient to “normality”—both physical and 
mental—always taxes the physician’s skill. 





Clinical observation has shown how readily these 
problems can be solved by the routine and systema- 
tic use of Guiatonic. 


After its administration, patients soon show a 
surprising restoration of appetite, with a gratifying 
gain in weight, strength and vitality. 
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Editorial 


NOT A DOCTOR’S NAME ON THE 
COMMITTEE 

Mayor Thompson of Chicago has appointed a 
“business committee” of three hundred citizens 
who are highly competent men of affairs, with 
an executive committee of nine for the co-opera- 
tion of public administration and private enter- 
prise. This is a commendable, even a sagacious 
move on the part of the mayor and should create 
the projection of administrative programs of 
great value and of unprecedented effect upon 
public welfare. The mayor chose from every 
influential walk of life except one—the medical 
profession. There is not a doctor on the com- 
mittee. 

We have recently been engaged in the com- 
pilation of Medical Practice in Illinois. We 
have traced with much interest and great pride 
the major part physicians have played in the 
development of the Illinois country from its dis- - 
covery by Father Marquette in 1763 to the 
present time. We found that in every public enter- 
prise throughout the development of the coun- 
try the doctors have been, if not the prime 
mover, at least a booster for every enterprise that 
has been inaugurated. 

We are inclined to think that the gentlemen 
who act in an advisory capacity to the mayor 
in the selection of his committee must look upon 
the medical profession as a crew of ignoramuses 
and are unfamiliar with the fact that the medi- 
cal profession have of necessity a finger in al- 
most every human crisis. Is it possible that 
they do not care for some of the really expert 
opinions upon general welfare matters that come 
from medical men and women? 

Here is an instance proving the necessity of 
organization of the medical profession. Medical 
and allied interests working in unison to bring 
about the respect that is due them. 
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HISTORY OF MEDICAL PRACTICE IN 
ILLINOIS JUST OFF THE PRESS 

Doctors of Illinois, or who are descendants 
of pioneer physicians of the “Illinois country” 
will hear with interest that volume one of the 
History of Medical Practice in the State of Tlh- 
nois is ready for delivery. 

The history has been written under the super- 
vision of a committee appointed by the Illinois 
State Medical Society as a commemoration of 
its seventy-fifth anniversary but more especially 
to make a living tribute to those valient men of 
the medical profession who played so able a part 
in the exploration, settlement and development 
of the Illinois country. 

In this first volume of the history are set down 
events from the earliest available knowledge of 
conditions in the Illinois country, along through 
the days of the aborigines and commencing with 
the actual records when in 1673 Father Mar- 
quette had medical attention in Chicago, up un- 
til the vear 1850. 

In the second volume, now in preparation, 
narration continues up until the present time. 
Future years will bring other volumes so that 
this history will be an ever virile monument to 
the men and incidents whom it would honor. 

Research of years resulted in an opulent sup- 
ply of material from which to compile this 
historv, and has evidenced to an almost unbe- 
lievable degree the vital part played by physi- 
cians in every angle of the exploration, settle- 
ment and development of a country that is one 
of the richest and most influential sections of the 
richest country in the world. 

It must be remembered that originally the I- 
linois country encompassed a territory far 
vreater than the area now known as the State 
of Hlinois, Wisconsin, Indiana, Missouri, Ken- 
tucky and Towa as well as what is now Illinois 
and even some sections of Ohio fell into that 
primitive epitome of the Illinois country. In 
the southern part of the state it was well into 
the nineteenth century before Missouri and IIli- 
nois ever acknowledged the natural divorce of 
i.terests made by the Mississippi river. Be- 
cause of this, naturally enough, close interest in 
this history extends to physicians or to their 
descendants in practically every state in the 
Mississippi Valley or contiguous thereto. 

Rare maps, unusual personal memorabilia, 
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and rare discretion in compilation make this 
history of unique interest to doctors everywhere 
and to many laymen. 

This history of medical practice in the state 
of Illinois embodies in the course of its narra- 
tion, an interesting and illustrated digest of the 
early efforts of white settlers in Illinois, with 
specific allusion to the share in these tasks, per- 
formed by medical men. Included are portraits 
of rare interest; reproductions of historic docu- 
ments, excerpts from diaries, personal letters, 
human reminiscences of days fraught with peril, 
filled with hope, and not devoid of humor, 
through a period of about 250 years. ‘From the 
days of the “Chirugeon” who attended Pere Mar- 
quette, through the massacres at Fort Dearborn, 
the years of Indian raids, down with the circuit 
riding “saddle-bag” doctors, to these days of 
radium and radio, this history marches. Attics, 
family albums, safe deposit vaults, and state rec- 
ords have been ransacked to produce the material 
needed for this chronicle. Illinois holds today 
the honor of being the world’s medical center. 
Progressive steps of this achievement, and _ its 
contributive factors, such as hospitals, asylums, 
sanitariums, and allied institutions and medical 
colleges are set forth in detail, both pictorial, 
documentary and narrative. In brief, this ac- 
count epitomizes the almost unequalled growth 
of a community whose economic wealth is paral- 
leled by its public health. Personal data of the 
men, of the organizations,—including pioneer 
army and navy physicians and surgeons, and lo- 
cal, county and district societies, schools and 
hospitals, as well as of the Illinois State Medical 
Society, itself; various internationally famous 
medical discoveries made by Illinois men; the 
state’s contribution to the world of research: 
medical libraries and periodicals existent in II- 
linois; campaigns for medical protection against 
enemies of public health: details of the various 
Medical Practice Acts; state sanitation from the 
notable drainage canal and the supervision of 
food supplies, vital statistics; meetings, officers, 
policies and finances of the State Society ; all this 
and more in accurate transcription make this 
volume a miniature encyclopedia of scientific ad- 
vance and desirable and hitherto unavailable in- 
formation. Be sure of YOUR copy by subscrib- 
ing now. Just what you want to know about the 
doctors who have upheld the practice of medl- 
cine in “The Tllinois Country” is condensed, and 
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assembled between the covers of “The History of 
Medical Practice in the State of Illinois.” The 
edition is limited. It will not be reprinted. A 
place in every physician’s library is merited by 
this volume, both as a tribute to the men who 
blazed the trail for modern scientific medicine, 
and as an ever-present reminder and authority 
as to what is happening to medicine right in this 
state every day, so far as finance, discovery, leg- 
islation, and public relations are concerned, and 
ihe men who are responsible for the heritage of 
trust for over two centuries and a half. Volume 
cne is ready now. 

Volume two will follow soon. Orders should 
be sent to the Committee on Medical History, I- 
linois State Medical Society. For convenience 
the following order blank and data are printed: 
Tue History oF MepicaL PRACTICE IN THE 

STATE OF ILLINOIS 

IN TWO VOLUMES 

Sold on Subscription 
AvuTHORIZED BY ILLINOIS STATE MEDICAL 
Society 

To the Committee on Medical History 
Illinois State Medical Society 
¢/o Cashier 
The Bowmanville National Bank 
4806 North Western Ave., Chicago, III. 

a ere copies of “THE HIS- 
TORY OF MEDICAL PRACTICE IN ILLI- 
NOIS” (Parcel Post, Express) for which I will 
pay at the rate of Ten Dollars ($10.00) two 
volumes to address below. Enclosed and pay- 
able to The Tllinois State Medical Society His- 
torical Committee is (Draft, Express Order, 


Cheque, Money Order) for........... Dollars. 
iv<cvcneeeees ). 

ng TT OT eT CT Pe eT ee ney oP 
PE Ti ve tuaxcncunancwasens ean be ere 
Cy 0 TS ies teiiceasbeexdeneeen 
NG 5 66 hae ee aI NA RRR Ks 


Progressive physicians, medical schools, hospi- 
tals, libraries, reference and statistical bureaus, 
and institutions of learning generally need a 
copy of this volume as a concise, dependable au- 
thority for daily use. Unique, comprehensive, 
and a long wanted unit of historical value, this 
chronicle of Illinois progress is a record of work 
done for humanity by the profession. These an- 
nals are a bequest of value for posterity ; an heir- 
loom for the children, relat-ves and friends of 
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former and present members of the Illinois State 
Medical Society. The maps alone are worth 
the price. 

ORDER YOUR COPY TODAY! DON’T 
LOSE OUT ON THIS! VOLUME IIS NOW 
READY. 





SUBSCRIBERS TO THE HISTORY OF 
MEDICAL PRACTICE IN ILLINOIS 
As we go to press the following physicians, li- 
braries, county medical societies, etc., have sent 
cne or more subscriptions for “The History.” 
Unless otherwise mentioned each name repre- 
sents a single subscription. 
The following have given more than one sub- 
scription : 
Thorek, Max, Chicago, 3 subscriptions. 
Belleville Branch, St.’ Clair County Medical Society, 2 sub- 
scriptions. 
Hall, Andy, M. D., Mt. Vernon, IIl., 2 subscriptions. 
McNeill, Samuel J., M. D., Chicago, 5 subscriptions. 
Pfeiffenberger, Mather, Alton, IIl., 2 subscriptions. 
Whalen, Charles J., M. D., Chicago, 2 subscriptions. 
OFFICERS OF THE STATE SOCIETY THAT 
SUBSCRIBED 
Pfeiffenberger, Mather, President, Alton. 
Mundt, G. Henry, President-Elect, Chicago. 
Nelson, C. S., Second Vice-President, Springfield. 
Markley, A. J., Treasurer, Belvidere. 
Camp, Harold M., Secretary, Monmouth. 
Tuite, J. E., M. D., New President-Elect, Rockford. 
MEMBERS OF THE COUNCIL THAT SUBSCRIBED 
Ferguson, R. R., 3rd District, Chicago. 
Hall, Andy, 9th District, Mt. Vernon. 
Center, Charles D., 6th District, Quincy. 
Templeton, J. S., 10th District, Pinckneyville. 
Nagel, J. S., 3rd District, Chicago. 
Munson, S. E., 5th District, Springfield. 
Neece, I. H., 7th District, Decatur. 
Penniman, D. B., 1st District, Rockford. 
Perisho, E. E., 2nd District, Streator. 
McNeill, S. J., 3rd District, Chicago. 
Bennett, Cleaves, 8th District, Champaign. 
Chapman, Wm. D., Chairman, Silvis. 


LIST 

Adams County Medical Society; Swanberg, Harold, M. D., 
Secretary, 731 Hlampshire St., Quincy, II. 

Ahern, Geo., M. D., Laurel Univ., Quebec, Canada. 

Albano, Galileo, M. D., 3102 Palmer Square, Chicago, III. 

Aleorn, E. J., M. D., 7306 Sheridan Rd., Chicago, III. 

Alexander, Wm., M. D., 708 Church St., Evanston, Il. 

Arnold, B. A., M. D., 320 N. Galena Ave., Freeport, Ill. 

Paccus, Clyde F., M. D., Woodstock Nat’l Bank Bldg., 
Woodstock, II. 

Baird, B. W., M. D., Weinberg Arcade, Galesburg, III. 

Ballinger, J. R., 2724 W. North Ave., Chicago, II. 

Barbour, E. E. Orville, M. D., 627 Jefferson Bldg., Peoria, 
Ill. 

Belleville Branch, St. Clair Medical Society, 2 subscriptions; 


Otrich, G. C., M. D., Sec’y., Com’l Bldg., Belleville, Ill. 
Bennett, Cleaves, M. D., 418 Illinois Bldg., Champaign, III. 


Berg, O. H., M. D., 1101 N. California Ave., Chicago, Ill. 

Betts, G. S., M. D., R. F. D. 5, Canton, III. 

Billings, Frank, M. D., 1550 N. State Pkwy., Chicago, III. 

Boone County Medical Society; Whitman, F. S., M. D., 501 
S. State St., Belvidere, III. 

Boston Med. Library, 8 Fenway, Boston, Mass. 

Bougher, W. S., M. D., 6706 Green St., Chicago, II. 

Boyle, W. W., M. D., Murphy Bldg., East St. Louis, Ill. 
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Mangum, W. R., M. D., 403 Main St., Bridgeport, III. 

Maple, Frank F., M. D., 6054 Cottage Grove Ave., Chicago, 
Ill. 

Markley, A. J., M. D., Belvidere, Ill. 

Marvel, J. G., M. D., Waynesville, Ill. 

Maxon, J. G., M. D., Harvard, IIl. 

Mayo Clinic, Rochester, Minn. 

Mead & Mead, Augusta, IIl. 

Meyer, J. T., M. D., 7852 S. Halsted St., Chicago, III. 

Michigan Univ. Gen'l Library, Med. Library, Ann Arbor, 
Mich. 

McMackin, C. C., M. D., Wyoming, Illinois. 

McNeil, S. J., M. D., (5 subscriptions), 5859 Magnolia Ave., 
Chicago, II. 

McDermott, John, M. D., 1821 Hites Ave., St. Joseph, Mich. 

Medical Library Hygienic Institute, Arlington Ailes, M. D., 
Director, La Salle, Ill. 

Miller, Geo. H., M. D., 2500 Kimball Ave., Chicago. 

Monaco, D. F., M. D., 1400 W. 69th St., Chicago, Ill. 

Monroe, D. D., M. D., Edwardsville, Il. 

Montgomery, Co. Medical Society, H. F. Bennett, Sec’y., 
Litchfield, Il. 

Mueller, E. W., M. D., 13854 Devon Ave., Chicago, IIl. 

Mueller, V. & Company, Ogden & Van Buren St., Chicago, 
Ill. 

Mundt, G. Henry, M. D., 432 Normal Pkwy., Chicago, III. 

Munson, Samuel E., M. D., Leland Bldg., Springfield, Ill. 

Murphy, E. S., M. D., Dixon Nat’l Bank Bldg., Dixon, Ill. 

Nagel, John, M. D., 124 N. Menard Ave., Chicago, III. 

National Pathological Laboratory, 5 S. Wabash Ave., Chicago, 
Ill. 

Neal, John, M. D., 609 Walnut St., Springfield, Ill. 

Neece, I. H., M. D., 444-7, Std. Life Bldg., Decatur, III. 

Neff, Emery B., M. D., De Kalb, II. 

Nelson, C. S., M. D., 804 Park Ave., Springfield, III. 

Nickerson, Linn H., M. D., 615 Hampshire St., Quincy, III. 

Norris, Frank A., M. D., Pacific Hotel, Jacksonville, Il. 

Norwegian American Hospital, 1044 N. Francisco Ave., Chi- 
cago, Ill. 

Noskin, H., M. D., 2027 Pierce Ave., Chicago, IIl. 

Novak, Frank J., Jr., M. D., 830 N. Michigan Ave., Chicago, 
Ill. 

O'Byrne, Charles L., M. D., 7 W. Madison St., Chicago, III. 

Ochsner, Edward H., M. D., 2155 Cleveland Ave., Chicago, 
Til. 

O’Conor, Vincent J., M. D., 30 N. Michigan Ave., Chicago, 
Til. 

Oelke, E. H., M. D., Wheaton, II. 
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Otis, F. J., M. D.. 1514 6th Ave., Moline, Ill. 

Otrich, G. S., M. D., Commercial Bldg., Belleville, Il, 
Patten, Fred P., M. D., 710 Greenwood Ave., Chicago, Ill. 
Peoria Medical Society, 532 Jefferson Ave., Peoria, Ill. 
Penniman, David B., 1718 Camp Ave., Rockford, Ill. 

Percy, James F., M. D., 1030 S. Alvarado St., Los Angeles, 
Calif. 

Perisho, E. E., M. D., Streator, III. 

Pettit, J. W., M. D., Ottawa, Ill. 

Pflock, John J., M. D., 2180 California Ave., Chicago, III. 
Phifer, Frank F., M. D., 6156 Evans Ave., Chicago, Ill. 
Phiffenberger, Mather, M. D., 763 Bluff St., Alton, Ll. 
Phipps, O. A., M. D., Manteno, Il. 

Pirnat, Fred H., M. D., 2422 Smalley Ct. Chicago, Ill. 
Plummer, S. C., M. D., 4539 Oakenwald ve., Chicago, III. 
Portis, M., M. D., 104 S. Michigan Ave., Chicago, Ill. 
Potter, R. E., M. D., Lorraine, III. 

Powell, C. H., M. D., Pocahontas, IIl. 

Price, C. E., M. D., Robinson, IIL. 

Price, Charles, M. D., 2202 Brayton Ave., Mt. Morris, IIl. 
Przgocki, S, F., M. D., 2804 Logan Blvd., Chicago, Ill. 
Pusey, Wm. Allen, M. D., 7 W. Madison St., Chicago, II. 
Rankin, James S., 149 E. Lincoln Highway, De Kalb, IIl. 
Rideout, Wm. J., M. D., 701 State Bank Bldg., Freeport, Il. 
Roach, D. C., M. D., Burlington, Ill. 

Ross, J. A., M. D., Wauconda, II. 

Schmidt, Chas. L., M. D., 1556 W. 69th St., Chicago, Ill. 
Schmidt, Otto L., M. D., 1547 N. Dearborn Pkwy., Chicago, 
Ill. 

Schmitz, Henry, M. D., 8051 Logan Blvd., Chicago, III. 
Schroeder, Hugo C., M. D., 1927 E. St., Granite City, Ill. 
Searle, G. D. & Co., 4737 Ravenswood Ave., Chicago, III. 
Shafer, H. L., M. D., Cornell, Ill. 

Shastid, W. E., M. D., 310 N. Monroe St., Pittsfield, Ill. 
Skagg, Charles S., M. D., 513 Missouri Ave., East St. Louis, 
Ill. 

Sloan, E. P., M. D., Bloomington, III. 

Smith, Ben R., M. D., 4949 N. Central Park Ave., Chicago, 
Ill. 

Smith, S. A., M. D., Chillicothe, Ill. 

Smith, Clifford E., M. D., 261 E, Lincoln Highway, De Kalb, 
Ill. 

Sprenger, Arthur, M. D., 601-4, Jefferson Bldg., Peoria, II. 
Stec, Andrew, Layman, 2205 Walton St., Chicago, IIl. 
Stevens, H. S., M. D., Tamaroa, II. 

Stone, Devid G., Attorney, 127 N. Dearborn St., Chicago, Ill. 
Swickard, C. D., M. D., 604 6th St., Charleston, Il. 

Taylor, J. H., M. D., 446 Pine Ave., Chicago, Ill. 

Thomas, E. C., M. D., Chillicothe, Ill. 

Tir, M. I., M. D., 2559 W. North Ave., Chicago, III. 
Thorek, Max, M. D., 850 Irving Pk. Blvd. (3 subscriptions), 
Chicago, I 

Torrison, Geo. A., M. D., 28838 N. Kedzie Blvd., Chicago, 
Ill. 

Tuite, Join, M. D., 230 N. Church St., Rockford, Ill. 

Vilna, B. L., M. D., 5539 W. 22d St., Cicero, Ill. 

Walsh, J. H., M. D., 112 N. Kedzie Ave., Chicago, Il. 

Wauer, Geo. H., M. D., 629 S. Wood St., Chicago, III. 

Warden, Ralph, M. D., Norwegian American Hospital, 1044 
N. Francisco Ave. Chicago, III. 

Weaver, George H., M. D., 629 S. Wood St., Chicago, III. 

Webster, Geo. W., M. D., 30 N. Michigan Ave., Chicago, III. 

Wedel, Gustav, M. D., 2448 W. Division St., Chicago, III. 

Whalen, C. J., M. D. (2 subscriptions), 6221 Kenmore Ave., 
Chicago, Ill. 

Wheeler, Ralph, M. D., 108 N. State St., Chicago, II. 

Whiteside County Medical Society, Sterling, Ill. 

Wienecke, Clarence H., M. D., 3225 Lawrence Ave., Chi- 
cago, Ill. 

Wiley, Charles R., M. D., 184 N. Cicero Ave., Chicago, Ill. 

Will, O. B., M. D., 204 Randolph St., Peoria, Ill. 

Wilhelmj, Walter, M. D., Murphy Bldg., East St. Louis, Ill. 

Williams, T. J., M. D., 30 N. Michigan Ave., Chicago, III. 

Williamson, John Spencer, M. D., 1517 Dearborn Pkwy., 
Chicago, Ill, 

eat Thomas A., M.D., Mercer Bldg., New London, 

onn, 
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Zaczeck, H., M. D., 239 E. 51st St., Chicago, IIl. 
Zeigler, L. C. H. E., M. D., 6114 Kenmore Ave., Chicago, III. 


Zinser, H. A., Washington, III. 


DR. WILLIAM ALLEN PUSEY COMMENDS 
MEDICAL HISTORY OF ILLINOIS 
Dr. William Allen Pusey, ex-president of the 
American Medical Association, lauds very highly 
the Medical History of Illinois just off the press. 
The following is his letter: 
Chicago, June 2, 1927. 





Dear Doctor Zeuch: 

I have been looking over the first volume of 
the “Medical History of Illinois” and I feel that 
you should be congratulated upon it. You have 
gotten together an immense amount of valuable 
It is invaluable. 
I realize from little things that I have done my- 
self what an amount of time and labor you have 
given to it, but I also know how interesting it is. 

Yours cordially, 
Wm. ALLEN Pusey, M. D. 


and interesting information. 





LAY PRESS JUDICIOUS IN COMMENT 
ON CONGRESSIONAL DICTATION 
OF MEDICAL PRACTICE 

A recent editorial in the Chicago Tribune pre- 
sents so clearly the case against dictation of 
medical practice by congress and _ legislative 
bodies that the editor of this journal feels it in- 
cumbent to reprint this comment made so wisely 
in the lay press. Entitled “Volstead as the 
Doctor,” the article reads: 

Dr. Wendell C. Phillips, retiring president of 
the American Medical Association, in his address 
to the house of delegates of the association, asked 
that a protest be made against the whisky pre- 
scription control provision of the Volstead act, 
which, he said, was insulting and “legislative im- 
perialism.” The protest has been duly made. 

When congress stipulated that whisky legally 
could be prescribed in the practice of medicine it 
adopted the medical opinion that whisky has a 
value in such practice. There are doctors who 
say it has none, or none for which a nonalcoholic 
substitute cannot be used. The Volstead act rec- 
ognized the other opinion, and consequently rec- 
ognized whisky as a medicine. With this estab- 
lished, congress refused to grant the doctor’s 
discretion in using the medicine. It accepted a 
theory that the extreme valid use of whisky 
would be a pint every ten days for any patient. 

Law does not restrict the dosage of other medi- 











cine available for the practitioner’ and patient. 
It comes within the physician’s judgment and 
This is peculiar law. Volstead and 




















































discretion. 
the doctor are supposed to go arm in arm to the 
patient, and if the doctor prescribes whisky the 
Volstead act prescribes how much. 

This transparently follows the legal assump- 
tion that doctors would make an illegal use of 
the prescription and release large quantities of 
liquor for beverage purposes. The medical code 
of honor is a high one and it governs in most 
particulars the majority of practicing physi- 
cians, but there are prescriptions which satisfy 
an appetite for stimulants rather than provide 
medical requirements. The majority of doctors, 
scrupulous in their practice of medicine, find 
that their whole profession rests under the legal 
implication that they must have a dosage given 
by law, and they resent it, but it is a congenital 
part of a law which in essence is a denial of 
judgment and discretion. The Volstead act as- 
sumes that the American people cannot be 
trusted with their own morals, health, deport- 
ment, and conduct, being in this respect unique 
among the supposedly civilized people of the 
world. It is a part of that to assume that 
American doctors generally cannot be trusted 
to prescribe medicine if there is any chance of 
medicine being used as a beverage. 

The Volstead act denies that maturity, sanity, 
decency, and self-respect will guide the Ameri- 
can people unless there is an enforcement agent 
to make these qualities effective by compulsion. 





A. M. A. BY UNANIMOUS VOTE RECOM- 
MENDS MODIFICATION OF THE 
VOLSTEAD ACT 

Without a dissenting vote the Americar Medi- 
cal Association at its annual meeting in Wash- 
ington, D. C., May 16-20, passed the resolution 
approved by its reference committee on Board 
of Trustees and Secretary as follows: 

Wuereas, The Congress of the United States 
under authority of the Eighteenth Amendment 
to the Constitution of the United States passed 
an act known as the National Prohibition Act 
and an act supplemental thereto; and 

Wuereas, The National Prohibition Act pro- 
vided that no physician should prescribe more 
than one pint of spirituous liquor to be used by 
a patient within any period of ten days, and the 
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act supplemental to said act provided that not 
more than one quart of vinous liquor should be 
prescribed within any like period, and no com- 
bination of spirituous and vinous liquor contain- 
ing more than one-half pint of alcohol should be 
so prescribed ; and 

Wuereas, The Supreme Court of the United 
States has decided by a majority of five to four, 
in the case of Lambert vs. Yellowley, et al., that 
the Congress has power so to limit the amount 
of liquor that may be prescribed, irrespective of 
the patient’s condition or the physician’s opinion 
as to the patient’s needs; and 

Wrereas, By this decision of the Supreme 
Court, Congress becomes both pharmacologist 
and physician with power to decide what is and 
what is not a medicine and so fix the dosage of 
remedies contained in the U. 8S. Pharmacopoeia, 
and 

WuereEAs, The assumption by Congress of 
these powers of life and death over the sick is 
hazardous and dangerous to Public Health, and 

Whereas, The question of the amount of 
spirituous and vinous liquor a physician may use 
in the treatment of disease, is in no sense a 
political question and has no bearing on the so- 
called wet or dry issue. 

Therefore Be It Resolved, That the Illinois 
State Medical Society condemns as dangerous to 
the health of the public the usurpation by Con- 
gress or by any other legislative body the fixing 
of the dosage of any drug, and that the limita- 
tion to one pint in ten days of spirituous liquor 
when prescribed by a physician to his patient in 
the treatment of disease may in some cases if 
adhered to by the physician be the cause of the 
patient not recovering from his illness, and 

Be It Further Resolved, That the Hlinois State 
Medical Society requests Congress in the interest 
of the Scientific treatment of disease and pres- 
ervation of the Public Health that the section of 
the National Prohibition Act and the act supple- 
mental thereto that limits the amount of spir- 
ituous liquor and vinous liquor that may be pre- 
scribed shall be repealed forthwith and that such 
laws or regulations be made as will prevent the 
diversion of spirituous or vinous liquors that may 
be prescribed by a physician in the treatment of 
disease to beverage purposes provided there be 
not thereby curtailed the right of the physician 
to prescribe and administer in good faith such 
liquors in such amounts and dosage as in his 
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scientific judgment the need of his patient may 


require. 





ALCOHOL DEATHS INCREASE RAPIDLY 
IN AMERICA 
Dearu From Atconot Has BecoMe A PUBLIC 
HeALTH PROBLEM—COMMISSIONER OF 
Heatru or New York SHows 
ALARMING INCREASE 

Dr. Matthias Nicoll, Jr., commissioner of 
health for the State of New York, before a con- 
ference of state and territorial health officials 
in Washington, May 21, 1927, presented figures 
which were based on the returns of the census 
bureau and other official sources showing that 
ihe increase in deaths from alcoholism has been 
over 300 per cent since prohibition became effec- 
tive. He made a plea for joint action by Federal 
and State health authorities to deal with what 
he declared was a major health problem. 

Dr. Nicoll, in his address, pointed out that 
public health authorities have remained “omin- 
cusly silent” in the face of the constantly grow- 
ing list of deaths from “poison liquor” in recent 
years, 

Dr. Nicoll said that official figures from the 
census bureau showed that the deaths from alco- 
holism and cirrhosis of the liver in the period 
1920-25 inclusive amounted to 57,000. Still 
more striking was his statement that the rate of 
increase of such deaths for the entire country in 
1925 was 250 per cent of the rate in 1920. 

Commissioner of Health Nicoll urges a United 
States Commission for a national survey of the 
increasing death rate from alcohol. 

At the conference were twenty-nine health 
cficials. It was an open forum conducted by 
Dr. Hugh S. Cumming, Surgeon General of the 
United States Public Health Service. 





STATE SUBSIDIES A FAILURE IN 
ENGLAND 
The English Dole system which corresponds to 
our state subsidy scheme, has proven a failure. 
The British government deficits for 1926 and 


od 


the increased levies for 1927 demonstrate the 
necessity of abolishing insurance against unem- 
ployment, commonly called the dole. 

A committee headed by Lord Blanesburg has 
been studying the question for more than a year. 
The committee urges the restoration of unem- 
ployment insurance to its original basis, which 


EDITORIAL 427 


would mean the automatic disappearance of the 
dole. The state subsidy system is wrong in prin- 
ciple, it is fatal when employed either in health 
matters or in economic problems as the English 
have found out to their financial embarrassment. 

The Sheppard-Towner Act, which we have 
consistently opposed from its inception, is a fine 
example of many similar fifty-fifty schemes pro- 
posed in this country. All these schemes are 
wrong in principle and will prove the downfall 
of the nation if not curbed before they have gone 
too far. 

We again warn the profession to aid and assist 
in preventing further extension of this kind of 
legislation, whether applied to medicine or other 
lines of endeavor. 





BIRTH OF MODERN MEDICINE 
DATES BACK TO 3400 B. C. 

The following from the Jtalian Tribune is 
highly illuminating and educational: 

Imported false teeth obtained by the 
tians from Rome and Greece were found in the 
ancient tombs along the Nile. 

Major Coupal, who recently addressed the 


THE 


igyp- 


American Academy of Medicine on this subject, 
partly exonerated modern man from the popular 
stigma of alone possessing poor teeth through 
the use of soft and artificial foods. He said ex- 
amination of 5,000 vear old mummies showed 
the use of false teeth and that the teeth of the 
slumbering pharaohs were “very poor.” 

The lecture, entitled “The History of Path- 
ology,” was illustrated by lantern slides. 

Major Coupal traced the development of mod- 
ern medicine from as early as 3400 B. C. and 
declared the history of pathology is linked closely 
with man’s development of mythology, religion, 
superstition, sanitation and criminal 
Healing, he said, was in prehistoric times only 
an expression of self-preservation, similar to that 


codes. 


of a dog licking his wounds. The reaction of the 
cog is the cause and effect process, the instinctive 
basis of healing. 

The close relationship between mythology and 
medicine in the early days of the earth, Major 
Coupal said, was illustrated by the custom of 
using prayer and fright to drive out the demons 
which possessed the body and which were thought 
to be the sole pathological cause of disease. 

Major Coupal said that disease and crude 
methods for its treatment were recorded on 
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votive columns dating to 3400 B. C. He out- 
lined the work of each major civilization in medi- 
cine, crediting the Egyptians, Assyrians, Jews, 
Chinese and Mohammedans with making valu- 
able discoveries which led to the birth of the 
modern science. 





SUMMER CLINICS UNDER THE AUSPI- 
CES OF THE CHICAGO MEDICAL 
SOCIETY 


THE KNOWLEDGE OF GENERATIONS 
THe EXPERIENCE OF CENTURIES 


The Summer Clinics to be held June 13th to 
July 8th under the auspices of the Chicago Med- 
ical Society will be conducted by representatives 
of the knowledge of generations and through the 
generous co-operation of the major hospitals of 
the metropolitan area of Chicago. Men known 
to the four corners of the medical world and 
whose names are synonymous of marvelous skill, 
tremendous learning and broad experience will 
be found listed among the clinicians to conduct 
classes in every phase of medicine and surgery. 

The experience of centuries—down through 
the years medical research and medical stand- 
ards have been carried to a high peak. Yet we 
are confident that there will be many exemplifi- 
cations of medical and surgical practice with 
which many are unfamiliar and the learning of 
which will be most beneficial in the conducting 
of local practice which will reflect the accom- 
plishments of the medical world. 

To quote from an address of a renowned medi- 
cal leader: “The physician can no longer take a 
passive attitude for if he allows his prerogative 
to be usurped and shirks his duty, he throws wide 
open the door for paternalism and state medi- 
cine. 

Although surrounded by quacks and charla- 
tans and engaged in competition with irregular 
practitioners, the physician continues to be the 
court of last resort by the public at large in 
cases of serious illness. More than ever is he 
consulted by the intelligent layman for minor 
ailments and the beginning of more serious mala- 
dies which may be checked or alleviated by 
timely intervention. As the value of medical 
treatment in the early stages of disease becomes 
more and more impressed upon the public at 
lerge, physicians will find greater fields of use- 
fulness open to them. 
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But the public is constantly demanding better 
training among physicians, and rightly 50. 
Medicine ts a science, although unfortunately 
not an exact one, and rests upon the foundation 
stones of research and experiment. Unless we are 
prepared to avatl ourselves of the advances in 
science constantly being brought forward, we 
cannot hope to maintain medicine on the exalted 
plane on which it has rested for centuries. 

The clinician of the future should be taught 
certain facts by a full time scientific worker, but 
his greatest instructions should come from one 
who is grounded in facts and from one who is a 
practicing doctor. Postgraduate work should be 
well received and should be continued.” 


Recently the American Medical Association 
sulletin published a resumé of a questionnaire 
dealing with questions relating to medical prep- 
aration. It brought to the front the inadequacy 
of medical training and the consequent necessity 
of post graduate work. Go to any of the so- 
called medical centers of the world, Vienna, Lon- 
don or Paris, and no greater opportunities sup- 
ply the essential requirements of your practice 
than the post graduate work offered in Chicago. 

Our reason in carrying on this post graduate 
work is solely in the interest of the medical pro- 
fession. The Clinicians, famous and _ heavily 
burdened by their personal practices, are sacri- 
ficing much to give their time and efforts and 
with the one and only remuneration, to keep the 
standards of medicine on an exalted plane and 
the physicians to maintain their paramount 
standing in the professional world. 


THE FOLLOWING HOSPITALS 
CO-OPERATING 


Alexian Brothers Hospital 
Chicago Laboratory 

Chicago Lying-in Hospital 
Chicago Municipal Sanitarium 
Cook County Hospital 
Evangelical Hospital 

Frances Willard Hospital 
Jackson Park Hospital 
Laboratory of Surgical Technique 
Mercy Hospital 

Michael Reese Hospital 

Mount Sinai Hospital 

Murphy Laboratories 

John B. Murphy Hospital 
National Pathological Laboratory 
Post Graduate Hospital 
Presbyterian Hospital 
Ravenswood Hospital 
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St. Joseph Hospital 

St. Luke’s Hospital 

University of Illinois College of Medicine 
Washington Park Hospital 

Wesley Memorial Hospital 


REGISTRATION 

The Registration Fee will be $10.00 for the two 
weeks’ Course, payable in advance, and admittance will 
be by card only, issued by the Chicago Medical Society. 

Please fill in registration blank and mail at once, 
giving First, Second and Third choice of Hospitals, 
and which Course—June 13th to 24 OR June 27th to 
July 8th—you desire, together with the Registration 
Fee of $10.00. 

On receipt of this initial registration blank giving 
your choice of hospitals, a Schedule of the Hospital 
Clinics available at that time will be sent to you for 
final selection of Clinics. 

Registrations are already coming in, and since these 
Clinics are open to the entire Country, it would seem 
wise to register early. 





REGISTRATION BLANK 
Fee Enclosed $10.00 


Address 


City and State 


Course (indicate one only) 


June 13 to June 24 or June 27 to July 8 
Hospital— 


First Choice 


Third Choice 
Special Work 


or 


General Work 





A MONUMENT TO THE MEDICAL PRO- 
“ESSION OF COOK COUNTY 


THe MEDICAL AND DENTAL Arts CLUB OF 
CHICAGO 


The Medical and Dental Arts Club associated 
with the new Medical and Dental Arts Building 
will fulfill every need of the medical and dental 
professions of Chicago, both social, scientific and 
commercial. 

Two entire floors of the building will be used 
for club purposes. The club also has a com- 
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modious auditorium for the accommodation of 
scientific meetings. 

The magnificent views, dignified comforts and 
quiet spaciousness combine to make one of the 
most attractive clubs in the city for the mem- 
bers. 
~The extensive club living rooms and dining 
rooms are grouped around a central glass roof 
patio two stories in height affording magnificent 
views from any part of the club, both of the club 
interior and looking out upon Lake Michigan, 
the river and the new Wacker Drive. 


The following names of physicians are listed 
among the members of the club. There are some 
additional membership still to be sold. 


MEDICAL MEMBERS OF MEDICAL AND 
DENTAL ARTS CLUB 


Isaac A. Abt, M.D. 
Russell E, Adkins, M. D. 
Anne Albers, M. D. 


Joseph E. Allegretti, M. D. 


W. G. Allen, M. D. 
Vector J. Anderson, M. D. 
Frank L. Andrews, M. D. 


Emma Mackay Appel, M. D. 


Harry S. Arkin, M. D. 
Frank L. Ariston, M. D, 
Walter F. Asche, M. D. 


Frederick T. Avery, M. D. 


Clyde F. Baccus, M. D. 


M. W. Brucker, M. D. 


Jacob R. Buckbinder, M. D. 


John Buckley, M. D. 
Jas. W. Burke, M. D. 
C. A. Buswell, M. D. 
Wm. R. Campbell, M. D. 


Estella Clark Carpenter, M. D. 


John H, Carpenter, M 


E. P. Carroll, M. D. 


Carls, F. G., M. D. 


Martin R. Chase, M. D. 
I. H. Chilcott, M. D. 
Carl Christoff, M. D. 


Carl Alfons Bacon, M. D. E. A. Christofferson, M. D. 

Anthony Balcerzak, M. D. Frederick J. Cicotte, M. D. 

Frederick Barnard Balmer, M. D.Jennie S. Clark, M. D. 

Clarence D. Barker, M. D. Mandel Cohn, M. D. 

Channing W. Barrett, M. D. Lucius Cole, M. D. 

Nathaniel E. Baskind, M. D. Henry David Coles, M. D. 

Herman R. Baumgarth, M. D. George H. Coleman, M. D. 

Emil F. Baur, M. D. Lorin C. Collins, M. D. 

George Edwin Baxter, M. D. Bernard P. Conway, M. D. 

Jennie A. Beardsley, M. D. Carroll Eugene Cook, M. D. 

Joseph Wilber Beaudette, M. D. Paul Richard Copeland, M. D. 

Joseph C. Beck, M. D. Edward A. Corcoran, M. D 

Philip M. Bedessem, M. D. Mary C. Cornell, M. D. 

George N. Beecher, D. Franklin J. Corper, M. D. 

Tone F. Beem, M. Maurice H. Cottle, M. D. 

Arthur J. Behrendt, M. D. Earl A. Courvoisier, M. 

Leon M. Beilin, M. D. Oscar J. Cowan, M. D. 

Wm. L. Belfield, M. D. Edgar W. Crass, M. D. 

Edgar S. Bell, M. D. Toney Taylor Crooks, M. D. 

Axel F. Benson, M. D. Benjamin F, \ so M. D. 

John M. Berger, M. D. €. Cc. Croy, 

Arthur Dean evEm M. D. Carey Culbertson, ™M. D. 

Bert D. Beverly, M. D. Wn. L Culpepper, M. D. 

a gt Biehn, Mt Dz. Chas. W. Culver, 7 D 
rank Billings, M. D. Beulah Cushman D. 

Robert Alfred Black, M. D. Petra Dahl, wn D. 

Frank H. Blackmarr, M. D. Andrew V. Dahlberg, M. 

Leslie W. Blackwood, M. D. Ernest E. Dalton, oa + De 

Edward S. Blaine, M. D. Alfred T. Davis, M “D. 

Maurice L. Blatt, M. D. Amy Reams Davis, M. D. 

Louis H. Block, M. D. John Scudder Davis, M. D. 

Anna E. Blount, M. D. athan S. Davis, sy 

George E. Boffenmeyer, M.D, Lewis Johnson Day, M. D. 

George Wm. Boot, re A. Degenhardt, M.D. 

Louis Bothman, M, D. A. J. De Grand, M. D. 

Wm. Sherman Bougher, M. D. George J. Dennis, M. D. 

Frederick O. Bowe, M. D. Albert Eugene Dennison, M. D. 

Lester E. Bower, M. D. Rocco De Rosa, M. D 

George Wm. Brady, M. D. Emil Deutsch, M. D. 

George H. Brannon, M. D. W. F. Dickson, M. D. 

Benjamin A. Breakstone, M. D. Dosu Doseph, M. D. 

Lewis E. Bremerman, M. D. John J. Drammis, M. 

Albert Edwin Bricker, M. D. Lawrence F. Drape 

c= ayy M. D. Fred M. Drennen, M. 

Sam Brock, M. Emil C. Duval, M. 

Jacob Brodsky, i. D. F. Victor Efferding, 1 

Overton Brooks, M. D. a Eisenstaedt, 

Dean C. Brown, M. D. ames Clyde Elder, M. 

Ralph C. Brown, M. D Raymond F, Elmer, M. 

Wn. S. Brown, M. D. Ralph Wickwire Elston, 
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POST GRADUATE STUDIES IN BERLIN 


International medical postgraduate courses will be 
held in Berlin by the union of professors and by the 
organization centered in Kaiserin Friedrich Institute 
with the assistance of the medical faculty of the uni- 
versity. One section of the courses will be held 
continuously, another section only during the period 
September 15 to October 31. 

1. CONTINUOUS COURSES 

a. Individual courses in all branches of medicine 
with practical exercises usually lasting 4 weeks. 

b. “Externships” in clinics and hospitals and labora- 
tories. These are chiefly intended for medical men 
desirous of working under assisted practical condi- 
tions for a longer period (at least 2 to 3 months). 

2. COURSES FROM SEPTEMBER 15 TO OCTOBER 31 

In the Autumn it is intended to hold: 

a. General courses in all the branches of Internal 
Medicine with special regard to modern therapy. 
(Duration 14 days). 

b. General courses in stomach and intestinal dis- 
eases. 

c. General courses in Paediatrics. 

d. General courses in Gynaecology. 

e. Special courses for nose, ear and throat specialists. 

f. Individual courses in all departments of medicine 
with practical participation as given in a specially pre- 
pared list. 

The medium of instruction is German, but there 
are a number of lecturers who are able to instruct in 
the English, French or Spanish languages. 

The Bureau would be very glad to furnish ad- 
dresses where suitable accommodation is available, and 
to give information in regard to cost of living, etc., 
also to arrange facilities for seeing operations in 
clinics and similar services. 

Every medical man who intends to visit Germany 
or particularly Berlin for the purpose of continuing 
his studies is advised to get into touch with the Bu- 
reau which has an official character and furnishes in- 
formation quite objectively. 

The address of the Bureau is: Kaiserin Friedrich- 
Haus, Nos, 2-4 Luisenplatz, Berlin N.W. 6. 





FAMOUS “FIRST” WORDS 

Plutarch: “I am sorry that I have no more lives 
to give to my country.” 

Samson: “I’m: strong for you kid.” 

Jonah: “You can’t keep a good man down.” 

Cleopatra: “You’re as easy as Mark Antony.” 

David: “The bigger they are the harder they fall.” 

Helen of Troy: “So this is Paris.” 

Columbus: “I don’t know where I’m going, but 
I'm on my way.” 

Nero: “Keep the homefires burning.” 

Solomon: “I love the ladies.” 

Noah: “It floats.” 

Methuselah: “The first hundred years are the 
hardest.” 

Queen Elizabeth to Sir Walter Raleigh: “Keep 
your shirt on.” 
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Correspondence 


INFANT WELFARE SOCIETY PRACTIC- 
ING MEDICINE 


Comment by the Editor: 

In the April number of the JourNAL was a let- 
ter from Mr. Lucius Teter, president Infant 
Welfare Society, Chicago, and reply to same by 
Dr. Emmet Keating. 

Below we publish a rejoinder by Mr. Teter and 
a subrejoinder on the part of Dr. Keating. 


INFANT WELFARE SOCIETY OF CHICAGO 
April 25, 1927. 


My Dear Doctor Keating: 

Again referring to your letter of March 26, 
efter acknowledging your letter some days ago, 
I prepared a reply for it, which had just been 
written when my attention was called to the fact 
that you had submitted Mr. Wells’ letter and the 
one which you wrote to me at a public meeting, 
and that these had subsequently been printed in 
the April edition of the ILLINoIs MEDICAL Jour- 
NAL. 

While I have no desire to enter into a debate 
on the subject of the benefit of Infant Welfare 
Society to our community, I would count it a 
favor in the spirit of good sportsmanship if you 
would see that my letter has the same publicity 
as that given to yours and Mr. Wells.’ 

It seems to me that the outstanding consider- 
ations in connection with the questions raised by 
your letter of March 26 divide themselves into 
two general classes: 

First—What has been the effect upon the pub- 
lic through the operation of such an agency as 
the Infant Welfare Society during the last 
twenty years? and 

Second—What has been the effect on the medi- 
cal profession during the same period ? 

One must deal with a subject of this impor- 
tance in these broader terms rather than in nar- 
row individual terms, because, of course, that is 
the way human progress is made. It is not 
nearly so important to the world that an indi- 
vidual doctor or an individual banker should be 
a great success, but it is of every importance to 
the world that the whole medical profession 
should advance and succeed, and it is important 








432 ILLINOIS MEDICAL JOURNAL 


to the world that we have a good and successful 
banking system. 

. If we agree generally as to this, let us take up 
the first point. 

As nearly as I can ascertain, twenty years ago 
there were not to exceed half a dozen physicians 
in Chicago who made a special study of and were 
skilled in the care of infants, and these without 
exception, I believe, practiced among the eco- 
nomically well-to-do part of our population. The 
general practitioners of that day were kept very 
busy caring for adults and struggling valiantly 
with major problems that they and their suc- 
cessors have gone a long way toward correcting. 
Such contact as these men had with infants, 
aside from obstetrics, had to do with sick babies, 
and it is a pathetic story of lay-ignorance and 
professional lack of special training that the par- 
ents called the doctors in all too late, and that 
when the doctors came the babies were treated 
not as babies, but as little adults. The net result 
was an infant mortality rate of which I do not 
think either doctors or parents were particularly 
proud. 

I do not, nor have I heard other people criti- 
cise the doctors of that period because of those 
conditions. It was simply a point in the stage 
of our evolution from which, I believe, we have 
made progress. At that same period the average 
person looked upon the hospital, the doctor, the 
lawyer, and, to some extent, I am sure, the 
banker, as an institution and persons to be feared 
and to be avoided as much as possible. Today 
through the operation of agencies of our sort and 
the cooperation of the doctors, the attitude of the 
public is quite different. The infant mortality 
rate is very much less, the use of the hospital, 
the doctor, the trained nurse, has vastly in- 
creased, and, as I see it, everybody—the layman 
and the professional man—has carried the com- 
mon fund of knowledge to a much higher level. 
Speaking specifically of Infant Welfare Society, 
we have had on our Board of Directors from its 
inception medical men who not only pointed to 
the need for our work, but to whom we have con- 
sistently looked for guidance along professional 
lines. On the Board at the beginning were Doc- 
tors Abt and Churchill, who were in the small 
minority group of baby doctors of twenty years 
ago. The later Directors of our organization 
have followed their guidance and that of their 
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successors and associates in carrying out our 
work, 

Now as to the other question—that of the 
effect of this program upon the doctors—this is 
my judgment: that Infant Welfare Society of 
Chicago contributes vastly more to the training 
of the public in the use of doctors than the re- 
verse. While in an organization as large as ours 
it is possible to make mistakes, it has never been 
the policy of the Society to advise mothers not 
to use doctors. Quite the reverse. At our con- 
ferences to which many hundreds of mothers 
come through the encouragement of nurses, and 
the use of interpreters, these mothers learn not 
only how to care for their babies, but learn that 
doctors are not to be feared, and it is the uni- 
form practice of our doctors and nurses to recom- 
mend physicians’ care in cases of illness, and the 
use of hospitals. Throughout our career we have, 
with the exception of a very few instances, waged 
a uniform campaign against the employment of 
mid-wives. 

Two or three years ago, at the suggestion of 
the Chicago Medical Society, we held several 
conferences with a committee of that Society, in 
in which we jointly undertook the determination 
of the “economic” basis for deciding the extent 
of service we should render. It was then agreed 
that $12 per week per member of the family 
should be regarded as the minimum family in- 
come that could at all make it possible to pay 
doctor bills. Following this determination we 
established a rule in our stations that after the 
first call of a mother and child at our stations 
our nurses would visit the home and undertake, 
while giving advice as to sanitation, hygiene, etc., 
to ascertain the economic position of the family. 
If it is found that they are beyond the limit 
above indicated, they are advised that they 
should make use of their own physicians. If, as 
is the usual case, they have no family physician, 
they are told to call the Chicago Medical Society. 

Let me say in closing that the program of the 
Infant Welfare Society does not contemplate 
permanently continuing in any field of activity 
that is being adequately cared for by other agen- 
cies. Already the Health Department of the 
City of Chicago is carrying on in various parts 
of the city a work which, if we may say mod- 
estly, was started by us. Our medical and nurs- 
ing staffs are continually alert to new lines of 
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activity that are needed, and it is the ambition 
of all of us that we should be the research, torch- 
hearing organization with reference to the prob- 
lems of mother and child in the city, and just 
so rapidly as the members of the medical pro- 
fession or other organizations take up and carry 
on this work we will gladly relinquish it. In the 
meantime there are probably between four and 
five hundred pediatricians in Chicago at the pres- 
ent time, a large percentage of whom have had 
special training through our stations. 

To the query as to whether the public and 
the medical profession of Chicago are both on a 
higher plane of understanding and mutual help- 
fulness now than at the time Infant Welfare 
Society was formed, my reply is “ves.” I hope 
cn investigation and reflection yours will be the 
same. 

Sincerely, 
Lucius Teter, 
President. 


DR. KEATING’S REPLY 
Chicago, May 28, 1927. 

There are three incentives to the bestowal of 
charity: 1, Benevolence. 2. Vanity. 3. Selfish- 
ness. The motives for the first and second are 
readily understood and are today the same as 
they were when knighthood was in flower. The 
motives for the third have changed with times 
and conditions. Sometimes political, sometimes 
mercenary, sometimes as a means of livelihood 
and sometimes for personal aggrandizement. 

As a business, charity is so profitable that in 
Chicago the Association of Commerce finds it 
advisable to publish an annual containing the 
names of those, which the Association, with com- 
mendable caution says, it believes to be worthy. 
There are two hundred and sixty-five organiza- 
tions listed in the report for 1926. These two 
hundred and sixty-five organizations had a total 
expenditure for 1926 of twenty-two million six 
hundred and twelve thousand one hundred and 
ninety-one dollars and forty-five cents, 

The antidote to communism is self depend- 
ence, hut in order to perpetuate their organiza- 
tions, many of these societies are in keen com- 
petition with other charity bodies to secure the 
patronage of those, who, if left alone would live 
within their means and learn to provide for their 
old age. 


Medical charity is also of three kinds. 1. The 
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service given by the physician to those unfortu- 
nates whom he treats as private patients, but 
from whom he expects no pay. 2. The service 
given to the dishonest, who evade payment. 
8. The service of physicians who head clinics 
and capitalize on professional prominence. With 
this introduction, we will proceed to answer Mr. 
Teter’s letter. 

Mr. Teter presents two propositions for dis- 
cussion, the first considers the effect of the In- 
fant Welfare Society upon the public. The sec- 
ond, the effect of the Infant Welfare Society 
upon the medical profession. He says that 
twenty years ago, there were not to exceed one- 
half dozen physicians in Chicago who made a 
special study of, and were skilled in the care of 
infants. In this matter Mr. Teter has been 
misinformed. Among the men who, twenty 
years ago, restricted themselves to the practice 
of pediatrics were the following: Christopher, 
Walls, Quinlan, Houston, Kleinpell, Churchill, 
Helmholz, Abt,; Brenneman, Lackner, Hess, 
Menclewski, Krost, Jampolis, Grulee, Cotton, 
Vanderslice, Allen, Northrup, Earle, Black, 
Kraft, Grabow and Dodson. 

The Infant Welfare Society takes credit to 
itself for the very gratifying lower death rate 
of infants, as compared to twenty years ago. It 
is not possible to believe that the medical men 
directing the activities of the Infant Welfare 
Society can be ignorant of the fact that the 
lower death rate is not due to the work of the 
Infant Welfare Society; but to the fact that the 
Milk Commission of the Chicago Medical Soci- 
ety, by gradually forcing the delivery of pas- 
teurized and clean certified milk to the Chicago 
public, has been the great factor in saving the 
babies. 

The unfortunate babies of twenty years ago 
were having their intestinal tracts continually 
reinfected by the then contaminated milk sup- 
yly. The most learned pediatricians of today 
could not cope with a situation of that kind. 

The physicians of twenty years ago knew that 
they were dealing with an infected intestinal 
tract and tried to meet the situation with medici- 
nal antiseptics. But the moment the baby was 
given the bacteria laden milk their efforts were 
undone. 

Neither was the mortality rate increased be- 
cause the babies were treated as little adults. 
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That phrase was coined by some doctor, who 
was either a poor thinker or who knew the ad- 
vertising value of declaring, “What a whale of 
a difference,’ when there was and is none. As 
to babies being treated at that time as little 
adults, so they are today, because that is what 
« baby is, a little adult. The doctors of that 
day knew they were little adults and were aware 
of the necessity, just as well as we of today are, 
that they must be treated in accordance with 
their physical and nervous development. 

The principal object of the Infant Welfare 
Society is supposed to be the sale to the public 
of the idea that apparently healthy infants must 
have continuous medical supervision. Publicity 
is recognized as a great educational force, but 
in order that the education gained by publicity 
campaigns be capitalized, there must be an ag- 
gressive, well organized and well trained sales 
crganization. The Infant Welfare Society has 
spent many thousands of dollars and has had 
the most effective newspaper advertisement, be- 
cause its advertisements are run as news. It has 
had the valuable publicity given by the intelli- 
gent and well-to-do mothers, who flock to its 
stations. It has had the help of a large number 


of recent graduates in medicine, who have given 
their time at the various stations, partly for the 
experience and partly in the hope that from the 
acquaintanceship of the mothers they may be- 
come advertised as baby specialists and acquire 
as patients some of those who are coming to the 


stations. 

A careful study of the situation will prove 
that their twenty year campaign has been a fail- 
ure. One of the reasons that it has failed is 
because neighborhood physicians, the family doc- 
tors, have not been consulted. Not one, but many 
physicians have testified that mothers visiting 
Infant Welfare Stations have been taught that 
the family doctor is not capable of feeding in- 
fants. Physicians have also testified that the 
mothers honor them by giving them the night 
calls. 

The Infant Welfare Society offers to the re- 
cent graduate the questionable training of a large 
and quickly gained experience by making it pos- 
sible with the aid of nurses, for the embryo 
physicians to see sixty babies in four hours. 
Sich an examination is a farce. The care of 
each infant is a special problem. It is a special 
problem because each infant is a law unto it- 
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self. But by far the greater problem is not the 
management of the baby, but the management 
of the mother and the family. The doctor must 
be both physician and educator; furthermore, he 
must know the heritage and the family life so 
that he may appreciate the mental and physical 
handicaps the infant must face. 

It is not sufficient to give a mother a few 
general directions and expect her to carry out 
the very complicated technique of the proper care 
of a child. If the doctor has not aroused in the 
mother the curiosity that prompts her to ask 
questions; if he has not made her feel that her 
greatest hope of success is to a large extent based 
upon her desire for knowledge and her ability 
to confirm or discount things told as truths, he 
has to that extent failed as a teacher. If the 
mother has not learned how to sense the value 
and the applicability of things she has been told; 
of things she has read; of things she has heard 
that other physicians do for infants in their 
care, then that mother has not mastered the 
proper handling of the great problem she has 
before her. 

It requires more than the experience gained 
at an Infant Welfare Station to make a pediatri- 
cian out of any doctor. 

Mr. Teter says that as a result of several con- 
ferences with a committee from the Chicago 
Medical Society, it was agreed, “That twelve 
dollars per week, per member of the family 
should be regarded as the minimum family in- 
come that could at all make it possible to pay 
doctor bills.” This conclusion ignores the dif- 
ferent standards of living held by different peo- 
ple. It also ignores the fact that many families 
with such an income insist upon paying their 
doctor bills. It further ignores the willingness 
of the family doctor to give his share of gratu- 
itous service to those of his patients who are un- 
able to pay. 

I do not know the personnel of that committee 
from the Chicago Medical Society, but I do not 
believe that any bankers’ or business men’s com- 
mittee would agree that twelve dollars per week 
per member of the family should be regarded as 
the minimum that could at all make it possible 
to pay interest on borrowed money. Nor for 
that reason would the banks harbor the sugges- 
tion that they should give money without inter- 
est and without hope of return of principal. We 
cannot imagine any bankers’ or business men’s 
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committee deciding that under such circum- 
stances the landlord should not collect rent and 
the merchants should not be paid for what are 
considered the necessaries of life. There is noth- 
ing in the list of the established necessities that 
stands as high as health. The only ones who 
ure in position to deal intelligently in this com- 
modity are the medical profession. Where pov- 
erty exists, medical service, like the other neces- 
saries of life, must be administered without ask- 
ing the recipient to pay. The flour and coal that 
are given to the poor are bought and paid for. 
Medical service for the poor who are in the class 
that must be furnished flour and coal, should 
also be bought and paid for. But there has never 
been a time in the history of medicine when the 
physicians in the neighborhood were not willing 
io give their services free to people unable to 
pay. To say, then, that people earning a certain 
income should be given free service by the med- 
ical profession is to take a position that is neither 
financially sound nor economically right. 

We will now consider Mr. Teter’s second prop- 
osition. The effect the Infant Welfare Society 
has had upon the medical profession. He says 
that as a result of the work of the Infant Wel- 
fare Society there are now five hundred pedi- 
atricians in Chicago. Again Mr. Teter is mis- 
informed. If there were five hundred pediatri- 
cians in Chicago there would be four hundred 
and seventy-five too many. He speaks of the 
fund of knowledge of the medical men of today 
being on a higher level because of such agencies 
as the Infant Welfare Society. 

The medical profession of today is on a higher 
level because of the efforts in its own ranks to 
place it on a higher level, and not because of 
the activities of any charitable lay organization. 
In Chicago there are held somewhere between 
forty and fifty medical meetings a month. These 
meetings are devoted entirely to the study and 
discussion of matters pertaining to health and 
disease. What is being done to Chicago is being 
done throughout the entire United States. It is 
doubtful if any business or any profession in 
the world provides for its members so continu- 
ous and lifelong a schooling as does the medical 
profession. 

Over twenty years ago the American Medical 
Association realized that the preparation of 
young men and young women for the practice 
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of medicine was costing more than the tuition 
fees paid by the students. Through the Council 
on Medical Education, the American Medical 
Association began and has since carried on a 
study of how to meet this situation. It has dis- 
couraged the continuance of schools not finan- 
cially able to carry the burden, and has per- 
suaded them to close their doors. 


The Council is entitled to some of the credit 
for the state and endowed universities that make 
it impossible for the unfit to graduate from their 
medical departments. The Council is continually 
striving to improve medical education. In its 
enthusiasm to improve methods of teaching, some 
of its members and speakers too frequently ex- 
press their views in words that are not always 
well chosen and are almost certain to cause ap- 
prehension and misunderstanding on the part of 
the public. 

There are none who are interested in the wel- 
fare of babies to the extent that the medical 
profession is interested. In the medical profes- 
sion the two divisions who are most interested 
in the welfare of babies are the pediatricians and 
the family doctor. 

In the past twenty years the greatest progress 
in medicine has been the better education of 
undergraduates. These men have a beneficial 
influence on those already in practice. The re- 
sult has been a horizontal educational advance 
of all general practitioners. Specialists have not 
made this horizontal upward trend because en- 
trance to the specialties is not regulatory, but 
inspirational. Too many specialists hinder re- 
search and foster the abuse of medical charity. 

The present need is for the leaders in pedi- 
atrics to establish graduate schools that will con- 
fer a degree entitling the holder to proclaim him- 
self a specialist in that field of medicine. Three 
to five years in general practice should be the 
prerequisite to entrance in a school authorized to 
confer that degree. The desire for an easier life 
and greater financial returns should be sufficient 
cause to bar any doctor from admission to such 
a school. General practitioners, who have no 
desire or intention of becoming pediatricians, 
should be encouraged to attend for short periods, 
rot only for their own benefit, but for the bene- 
fit of the teachers who would profit from such 
Three such schools in the United 
One in New York 


association. 
States would be sufficient. 
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City, one in Chicago and one in San Francisco. 

The Chicago Medical Society, which includes 
the County of Cook, has four thousand mem- 
bers. With the present high standard of knowl- 
edge possessed by the medical men of Chicago, 
twenty-five pediatricians are sufficient to supply 
the needs. 

At the present time, the pediatricians, from 
the highest to the lowliest, are doing general 
practice. The few most prominent ones, for the 
most part, confine their attention to the treat- 
ment of infants; but even these are making so 
many house calls and seeing so many babies in 
their offices, that they have neither time nor 
physical and mental strength for study, investi- 
gation and reflection. 

The medical profession must always be divided 
into two general classes, investigators and prac- 
titioners. It is the duty of the investigators to 
add to the accumulated knowledge and discover 
any fallacies that may have been considered op- 
erative for good. From the work of these men 
the practitioners acquire their knowledge and the 
publie profits by the application of it. 

The pediatrician should see patients in con- 
sultation only. The only treatment they should 
administer should be to the infants in the 
County Hospital and the hospitals connected 
with medical colleges. This would work no 
financial hardship on the pediatricians for they 
would receive from consultations fees that in the 
aggregate would equal those they now receive for 
giving their services in the capacity of general 
practitioners, at a rate but little in advance of 
that charged by the family doctor. 

The final arbiter of the infant’s fate is the 
family doctor. Whatever discredits his abilities 
deprives the public of his needed service. 

Emmet Keating. 


BIRTH CONTROL 

Peoria, Illinois 

April 21, 1927 
To the Editor: My attention has just been 
called to an article in the April number of 
our ILLinois MepicaL JournaL by J. J. A. 
O’Reilly, M. D., of Brooklyn, N. Y., entitled 
“The Medical, Social, Economic, Moral and Re- 
ligious Aspects of Birth Control.” As our 
Journal is supposedly published in the interest 
of the profession as a whole, and not to prop- 
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agate the particular beliefs or creeds of any 
part thereof, I take it for granted that a reply 
to Dr. O’Reilly will be in order and welcome. 

As most of the Doctor’s article was devoted 
to that which was not germane to the question, 
I will refer but briefly to that part and devote 
most of what I have to say to the question sup- 
posedly under discussion. Dr. O’Reilly seems to 
be laboring under the delusion that Birth Con- 
trol can be discredited and the arguments in 
favor of voluntary parenthood refuted by speak- 
ing disrespectfully of some of the unsavory char- 
acters and organizations that have in a greater 
or less degree endorsed the movement. By the 
same method he could as readily discredit the 
Democratic party, the Republican party, the 
Medical profession, Christianity and most of 
the other organizations known to mankind. 

Great questions are not settled by substituting 
tradition, sophistry and prejudice for facts, 
reason, and judgment. I submit that the Chil- 
dren’s Bureau, Uplifters, pekingese pups, chow 
dogs, Lenin, Trotsky, Soviet Russia, Eugene V. 
Debs and most of the other subjects in the Doc- 
tor’s letter have nothing whatever to do with the 
merits or demerits of voluntary parenthood. Not 
even the teachings of Malthus and Mendel to 
which the Doctor referred in some detail are 
germane to the subject. 

In the interest of fairness and good sports- 
manship, the Doctor should not have emphasized 
the unsavory characters and organizations that 
have at various times and in various ways ad- 
vocated Birth Control without at least recogniz- 
ing the thousands of reputable, earnest, moral, 
Christian, men and women who sincerely believe 
that voluntary parenthood is a desirable and 
even necessary step in human ‘progress. An im- 
posing list of such statesmen, scholars, educa- 
tors, churchmen and humanitarians could be 
presented, whose intellectual attainments, moral 
leadership, religious devotion and human sym- 
pathies would challenge the best that the ad- 
vocator of unlimited reproduction can produce. 
However, such a list would have no more direct 
bearing on tke merits or demerits of voluntary 
parenthood than does the unsavory characters 
about which the Doctor makes so much ado. 
With this brief reference to the major, but ir- 
relevant, incompetent and immaterial part of 
Dr. O’Reilly’s article, now, as he said, let us get 
down to reason. 
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The whole subject of Birth Control or volun- 
tary parenthood centers around certain questions 
and propositions none of which were so much 
as touched by the Doctor in his article. First: 
Is it for the “Medical, Social, Economic, Moral 
and Religious” betterment of mankind that all 
married people bring into the world as many 
children as possible, or is it better that they 
limit their families to such numbers as may be 
born with reasonable hopes of life, health and 
happiness for all concerned? I say “married 
people,” for, despite the Doctor’s implication to 
the contrary, reputable proponents of voluntary 
parenthood do not advocate the dissemination 
of contraceptive information to those not legally 
entitled to receive the same. 

The advocates of voluntary parenthood have 
no quarrel with those who believe that repro- 
duction is the chief end of matrimony, and that 
quantity rather than quality should be the chief 
aim in reproduction, so long as their progeny 
does not become a public burden or menace. 
Voluntary parenthood means voluntary not com- 
pulsory limitation of offspring. I, as a believer 
in Birth Control, have no more right to demand 
that Dr. O’Reilly limit his offspring than has 
he to prevent my acquiring and using contra- 
ceptive methods to limit mine. 

Advocates of voluntary parenthood would 
place no restrictions upon those who can bring 
vormal healthy children into the world, but 
would let all parents determine the size of their 
families at their “Court of Conscience” to which 
the Doctor refers so reverently. We do, how- 
ever, object to the advocates of unlimited off- 
spring trying to deny to others the same right 
of appeal. We do object to the Dr. O’Reillys 
setting up their “Court of Conscience” as the 
final arbiter on what information and practices 
may be permitted to others. 

Those whose “Court of Conscience” decrees 
that limited, rather than unlimited progeny, is 
desirable must again appeal to their own Court, 
not Dr. O’Reilly’s Court, as to how best to attain 
this desired end. For such there are two alter- 
natives. They may limit their offspring by fore- 
swearing all further marital relations and lead 
a strictly continent life; or they may use pre- 
Ventive measures. One’s answer here will de- 
pend largely on one’s attitude toward still an- 
other question; Viz: within the marriage bond, 
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is sex relation for sex gratification permissible 
and right when pregnancy is not desired. 

If one’s “Court of Conscience” answers this 
in the negative then for such an one continence 
is the only method of limitation. If one believes 
that sex relations for sex gratification is not per- 
missible, right then of course one must condemn 
such relations when for any reason pregnancy 
is impossible or even improbable. In fact, if 
one holds such belief, one can sanction indul- 
gence only when conditions for pregnancy are 
most favorable. To indulge when conditions 
are unfavorable is to practice a measure of pre- 
vention. But even the most rabid advocates of 
unlimited offspring are usually willing to con- 
cede that indulgence during the so-called safe 
period is permissible and right. 

Those who think for themselves will demand 
more logical reasoning, more convincing evi- 
dence, more consistency between theory and 
practice by those who oppose voluntary parent- 
hood before accepting their unsupported opinion 
that it is wrong to limit one’s family to such 
numbers as may be brought into the world with 
reasonable hopes of life, health and happiness 
for all concerned. Those who are more interest- 
ed in quality than quantity will doubtless hold 
that if sexual relations for sexual gratification 
is permissible and right, then harmless methods 
of attaining that end are permissible and right. 
In other words, if it is permissible and right 
to have relations when pregnancy is not desired 
it is permissible and right to prevent pregnancy 
taking place. 

Did time and space permit, it would not be 
difficult to show anyone susceptible to evidence 
the “Medical, Social, Economic, Moral and Re- 
ligious” advantages of voluntary parenthood, and 
that such limitation is a desirable and even neces- 
sary step in the solution of many of the diffi- 
cult problems that have defied man’s best efforts 
at solution throughout the centuries. It could 
easily be shown that such practices would make 
most of our charities unnecessary, could be made 
to solve much of our growing problems of de- 
generacy and delinquency, prevent most of the 
frightful suffering and waste of human life due 
to our more than one half million abortions an- 
nually, and even eliminate one of the principal 
causes of war. 

However, I will refer specifically only to the 
moral and religious aspect of such practices. I 
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class these two together for, to me, they are one 
and inseparable. It is argued by the opponents 
of voluntary parenthood, and maintained by Dr. 
O’Reilly in his article, that the dissemination 
of contraceptive information will increase sen- 
suality and immorality. If this were so it would 
be a serious objection. But is it so? Does any- 
one really believe that the fear of consequences 
is the dominant factor in virtue? Does any- 
one believe that fear is all that keeps one’s 
mother, sister, daughter or oneself from wor- 
shipping at the Shrine of Venus? That fear 
will make people virtuous is a fallacy having 
little foundation in fact. Fear makes people 
cautious or reckless, not good. The world wide, 
age old history of promiscuity, illegitimacy, and 
venereal disease is proof positive that fear can- 
not be depended upon to make people virtuous. 

There is very little uncontaminated good in 
life and we are continually compelled to choose 
between a lesser and a greater evil. Without 
question the auto has encouraged certain po- 
tential criminals to a life of crime. It has also 
contributed much to sexual delinquency. How- 
ever, its benefits to mankind have been so great 
that no sane individual advocates discarding the 
auto to prevent this modicum of evil. Likewise, 
even though knowledge of contraceptive practices 
should come into the possession of those not 
lawfully entitled to receive the same, and should 
such information lead to an occasional moral 
lapse, that would be no valid reason for deny- 
ing this boon to the vast majority. 

That a knowledge of contraceptive methods by 
those properly entitled. to receive such will ma- 
terially increase the sum total of virtue, moral- 
ity and human happiness cannot, I think, be 
successfully gainsaid. One of the strongest in- 
centives to morality is early marriage. But 
early marriage without some form of Birth 
Control means too frequent child _ bear- 
ing and large families. Large families 
too often mean poverty, lack of education 
and crime. It means tired and worn out 
mothers and fear of further pregnancies, with 
conjugal infelicity and domestic discord that 
drives men and women apart. Late marriage 
too often means increased prostitution and ve- 
nereal disease. What is the answer? For the 
avecage man and woman there is but one 
answer: Early marriage and voluntary parent- 
hood. 
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How will this work out in practice? In Hol- 
land, New Zealand and Australia, where such in- 
formation is available to all lawfully entitled to 
it, crime, poverty, degeneracy, immorality, il- 
legitimacy and divorce have materially de- 
creased. 

In closing let me emphasize that Birth Con- 
trol, or voluntary parenthood, does not mean 
abortion or the termination of pregnancy once 
ii has taken place. It does not mean compul- 
sory limitation except in case of those who can- 
uot produce normal children. Voluntary par- 
enthood means for the father that he need have 
no more children than he can support. For the 
mother it means that she need not be worn and 
aged before her time by much child bearing. 
For both it means that fear of pregnancy need 
not lead to enforced continence, with resulting 
domestic discord and dissatisfaction. Voluntary 
parenthood means for the child that it need not 
be an unwelcome addition to any home. In- 
stead of being conceived by chance and born by 
mischance, every child may be conceived in love, 
born of desire and reared under conditions that 
will enable it to develop its full powers and pos- 
sibilities. Voluntary parenthood for the fit and 
no parenthood for the unfit means the elimina- 
tion at its source of much of that which is re- 
tarding and disheartening in human progress. 

Wo. Hincktz, M. D. 





BIRTH CONTROL: A REJOINDER 
New York, May 28, 1927. 
My Dear Editor: 

[ have read with much interest the comment 
of Dr. Wm. Hinckle of Peoria, Ill., upon my 
criticism of Dr. Knopf’s book “The Medical, 
Social, Economic, Moral and Religious Aspects 
of Birth Control” (ILttNois MepiIcaL JOURNAL, 
April, 1927), which comment is to be published 
in the June Intinots MepicaL JournatL, and I 
note that the good Doctor agrees with me that 
“In the Court of Conscience there are no Ac- 
quittals,” only the Doctor views this Conscience 
as an adjustable thing capable of urging one 
man to exercise sex-control with birth-indul- 
gence to make marriage safe for Society while 
the other man’s urge is to sex-indulgence with 
birth-control to make marriage safe for libido. 

Outside of that essential disagreement the 
Doctor is right—dead right, provided that 

In the medical order there is no such thing 
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as a Sympathetic Nervous system and no rela- 
tivity or reactionary capacity in the physical, 
chemical and psychic processes which form part 
of the sexual congress and that the modified 
Onanism, which acts in bar of completing the 
sexual act, takes no toll of the physical, social 
or moral fibre of the individual. 

Provided that in the social order the individ- 
ual can not react to or influence his environ- 
ment and that the morality, immorality or un- 
morality of the individual is a thing apart, to 
he determined by him without regard to the com- 
posite judgment of the little world in which he 
has his being and that the behavior of that little 
world is in no wise dependent upon the other 
little worlds about it. 

Provided that in the economic order the state 
is not concerned with population-increase or with 
the maintenance of the balance of power in the 
middle range of Society so as to act in bar of 
intolerance through the class consciousness of the 
intelligentsia or the envy of the proletariat. 

Provided that, in the moral order, any man 
can enter his marital chamber and deliberately 
proceed with the sexual act knowing that he 
and his wife are definitely agreed to enjoy each 
other’s bodies and to see to it that no spermato- 
zoon will have contact with an ovum so as to 
produce a child of their union until they, them- 
selves, are good and ready, the will of God and 
the needs of Society and the cravings of the hu- 
man heart to the contrary notwithstanding, and 
provided that such deliberate stacking of the 
cards against posterity can have no hereditary 
effect in shaping the mind and heart of such 
baby as they, themselves, graciously permit to 
he born, later—if ever. 

Provided that, in the religious order, this lit- 
tle old world of ours is our oyster and there is 
nothing beyond and that, as the Doctor’s com- 
ment would indicate, Conscience is, after all, an 
adjustable thing that can with equal merit and 
justice and right say “Credo” to Christ and 
“Bravo” to Satan, depending altogether upon 
whether one inclines toward self-control or birth- 
control. 

Provided all those conditions, Dr. Hinckle 
would be right, dead right and my expressed 
fears for the security of the ideals, traditions 
and institutions of this nation and my bitter 
criticism of individuals and organizations back 
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of this birth-control propaganda; my distrust of 
the Uplifter; my criticism of High Society per- 
mitting pekingese pups and chow dogs to enjoy 
the creature comforts of His Highness, the Baby ; 
my resentment of the Federal Children’s Bureau 
as an agency for harm to this country, my ref- 
erences to the teachings of Malthus and Mendel 
and my appeal to the Court of Conscience would, 
as Doctor Hinckle says in his comment, be “not 
germane to the subject.” 


But, you see, I know these Birth-controllists 
and their kind; I know them “by their fruits”; 
I know these “thousands of reputable, earnest, 
moral Christian men and women who sincerely 
believe that voluntary parenthood is desirable, 
ete., ete.” and who constitute that “imposing 
list of statesmen, scholars, educators, church- 
men and humanitarians. With intellectual at- 
tainments, moral leadership, religious devotion 
and human sympathies”; you see I have been 
in intimate contact with these decent, trusting 
people and have sympathized with their discom- 
fiture when they were informed of the facts and 
they began to realize that they had lent their 
good American names and given their good 
American dollars to the support of measures and 
organizations that were at variance with the 
ideals, traditions and institutions of the country 
which they really and truly loved and thought 
they were serving. We saw a lot of this “en- 
dorsement by distinguished leaders and organi- 
zations of truly Christian character” at Wash- 
ington (1921) where they indorsed the Shep- 
pard-Towner Maternity (birth-control) Bill 
which was initiated by such organizations as the 
Birth Control Leagues, the Voluntary Parent- 
hood Leagues, the Women’s Consumer’s League, 
the Women’s Trade Union Leagues, the Ameri- 
ean Association for Labor Legislation, honey- 
combed, every one of them, with University, Par- 
lor and Magazine reds. Speaking of reds, it is 
time these reputable, earnest, moral Christian 
American citizens gave some thought to the fact 
that this government is somewhat concerned, 
just now, over a list of “Reds in America” dis- 
covered in the Soviet quarters in London which 
the British Government has sent to our own 
State Department. 

After the Sheppard-Towner Bill had been put 
across by these Advance Agents of the Brother- 
hood of Man with the Soviet stain a lot of those 
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reputable, earnest, moral Christian endorsers 
were rather shocked to learn that the basis of 
the propaganda placed before Congress was a 
book, published with their tax money, “Chil- 
dren’s Bureau Publication No. 57, Maternity 
Systems in Foreign Countries,” which quoted 
generously and approvingly the writings and 
teachings of the First Commissar of Lenin 
and Trotzky’s Soviet Russian Department of 
Public Welfare,” Mme. Alexandra Kollontay, for 
a very short time recently Minister to Mexico, 
but a trifle too rabid for even that excitable and 
revolutionary country. 

Dr. Hinckle does not believe that fear of con- 
sequences is the dominant factor in virtue and 
that the dissemination of birth-control informa- 
tion could not, therefore, increase sensuality and 
immorality and asks: “Does any one believe that 
fear is all that keeps one’s mother, sister, daugh- 
ter or oneself from worshipping at the Shrine 
of Venus?” Well, if fear of evil be not the com- 
plement of love of good, the whole doctrine of 
auto-suggestion must fall flat as a_ protective 
agent in human society. 

The good Doctor’s assertions are not argu- 
ments. “Did time and space permit it would 
not. be difficult to show” . “It could easily be 
shown that such practices (birth control) would 
make charities unnecessary . solve problems 
of degeneracy and delinquency . increase the 
sum total of virtue.” These are merely words 
and enlighten no one. What does enlighten us 
is the Doctor’s calm assurance that only mar- 
ried people will be eligible for instruction and 
not all of them, and no naughty boys and girls 
with prurient minds seeking pleasure without 
pain or payin’. If the Doctor were not an edu- 
cated man this faith would be child-like; under 
the circumstances it is childish. Perhaps it is 
the pure atmosphere of Peoria that makes the 
mind untouchable by thought of evil, but we 
in Brooklyn found that the Birth-Control Clin- 
ies played no favorites and affected attendance 
at high school so we got rid of them. No. no, 
Doctor dear, even if you had a Prohibition De- 
partment and a sort of Volstead Act to regulate 
sexuality and a Director to pass judgment upon 
the right of John Doe or Jane Roe to receive 
instruction after a thorough check up of their 
“marriage cards” and their environment and 
their lack of artistic temperament or physical 
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disease and their possession of one child and a 
parrot and the righteousness of their request to 
be saved further parenthood until they felt just 
like it and the conditions were right n’ every- 
thin’, we would have bootlegging in sexuality 
among the young single ones and the young 
married ones. Boiled right down this is the 
ultimate aim of the birth-controllists, for he 
winds up his comment with this sentence: “Vol- 
untary parenthood for the fit and no parenthood 
for the unfit means the elimination at its source 
of much of that which is retarding and dis- 
heartening in human progress.” 

Then in the body of his comment he says this: 
“Advocates of voluntary parenthood would place 
no restrictions upon those who can bring normal 
healthy children into the world, but would let 
all parents determine the size of their families 
at. their ‘Court of Conscience’ to which the Doc- 
tor (O’Reilly) so reverently refers.” ‘“Whaddya 


mean, restrictions?” How? Where? Who? 


Whom? Another Bureau? Register our Ameri- 
can women, as Kollontay teaches, like cattle? 
Now we are getting a little close to the “wanted 
baby” of these Birth-Controllists and it should 
be rather easy, from now on, for the “reputable, 


earnest, moral Christian . . . statesmen, educa- 
tors and the like” to get a perspective of the 
vicious, unsavory characters and organizations” 
which initiate some anti-social measure and ask 
decent people and organizations to grant them 


the odor of their sanctity to cover the stench of 


their own viciousness. 

P. T. Barnum was right: “The American pub- 
lic likes to be humbugged” and I don’t know of 
any type of American that falls quicker or 
harder for sob-stuff about “preferring Hogs to 
Babies” or saving the “poor, dear American 
Mothers from being decrepit and worn out by 
child-bearing” than these same reputable, hris- 
tian souled citizens of ours. I wonder if it would 
not be well for them to sit down quietly and 
contemplate their own “easiness” and while they 
are about it let them visualize their own Mothers 
rejoicing in the opportunity for libido uncon- 
fined; their own wives or husbands retiring for 
a moment to adjust a mechanical contraceptive 
guard; their own daughters sitting in the fam- 
ily Doctor’s office listening to him expound the 
best way to he childless though married. I should 
love to have a view of the inside of the Birth- 
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Controllist mind when he tries to justify that 
policy before the Court of his Conscience on an 
indictment charging him with rebellion to spir- 
itual inhibitions. 


Very truly, 
John J. A. O’Reilly (M. D.) 





INFORMATION WANTED ON WEEKLY 
CLINICAL CONFERENCES 
May 10, 192%. 
To the Editor: 

In the May, 1927, Intinors Mepicat Jour- 
nAL is an article on “Clinical Conference for 
Small Communities” by Dr. Ernest A. Kraft of 
Danville, Ill., which is very interesting to me. 

Since the appearance of my article in the De- 
cember, 1926, number on “The Weekly Clinical 
Conference” several have been established. I 
should like very much to know where confer- 
ences of this type are being held in the State of 
Illinois. I will appreciate very greatly infor- 
mation on all af the conferences of this type in 
progress. 

If you will publish this letter with the idea of 
roll call of clinical conferences in Illinois it will 
he very greatly appreciated by 

Yours very truly, 
G. Henry Munpr. 





MEAT EATING AND HEALTH 


Of all the speeches made at the recent gathering of 
the American and Canadian medical profession in 
London, that of Dr. Wood Hutchison attracted the 
most attention. The reason for this was that he spoke 
on a subject which the man in the street can under- 
stand and one which has been widely discussed by 
medical men both in medical and lay press during the 
past few years. Also Dr. Wood *Hutchison expressed 
views which are not held or taught by the majority of 
the medical profession, but which are perhaps in con- 
sonance with the tastes of most laymen. 

There has been to some extent a campaign almost 
against meat eating by a section of the profession. 
Possibly, in their zeal for dietetic reform, they stig- 
matized the consumption of meat more forcibly than 
was warranted by evidence. Also they may have 
lauded a vegeterian diet more highly than appears to 
have been proved by the test of experience. On the 
other hand, it seems that Dr. Wood Hutchison in his 
anxiety to show that the new teaching on diet is 
wrong, or rather does not agree with his views, went 
further than scientific evidence or even common sense 
facts go, in his eulogy of meats or of any diet which 
most strongly appeals to the palate of a patient. In 
the first instance it may be said that a certain amount 
of exaggeration has been employed by those who urge 
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that little or no meat is required to maintain an indi- 
vidual in health. In considering this question many 
points must be weighed carefully. The occupation of 
a person, the conditions under which he or she works, 
age, the climate, personal idiosyncrasies and so on. 
The young strong man or a man in the prime of life 
engaged in hard manual labor in the open air, in a 
cold or temperate climate, can assimilate, and thrive 
on a quantity of animal food which would be harmful 
to a man who was doing light work or leading a 
sedentary life. In the case of the manual laborer in 
the open air in a cold or temperate climate who will 
say that meat is not the most suitable food for him? 

Although it may be urged that the Italian does work 
equally hard in the open air on a diet almost vege- 
tarian, the protein he ingests being, as a rule, mostly 
in the form of cheese. But in the case of the Italian 
the work is done for the most part, in a warm or 
comparatively warm climate. Age again is a factor 
to be considered. After a certain age, the bodily 
powers fail, and the consumption of a considerable 
amount of meat may place too great strain on the 
kidneys and the digestive organs. Moreover, the per- 
gonal equation must always be taken into account. 
“What’s one man’s meat is another man’s poison.” 
Habit is another factor which plays a part. If a child 
is brought up on meat, as New Zealand, Australian 
and Canadian, most American and British children are 
brought up when their parents can afford it they seem 
to do well on it. So do also the Italian children on a 
vegetable and cereal diet with a certain amount of 
non-animal protein and they appear to reach a green 
old age on a fair average of life, on such a diet. It 
is likely that the meat eating races as New Zealand, 
Australia and Canada, cited as examples of the bene- 
ficial results of meat eating, do not have the lowest 
death rate in the world merely because they are large 
meat eaters, but partly because they live for the most 
part a healthy out of door life in a good climate and 
are not stinted for food. 

In the cities sanitation and hygiene is good and 
assists in keeping down the death rate. Of course, 
there is much variance of views on the diet question 
but as far as civilized life is concerned a few facts 
seem to thrust themselves forward. One is that, as a 
rule, the well to do eat more than is good for them 
and above all eat food which has been overcooked. 
The poor do not get enough to eat; what they do get 
is frequently unsuitable, generally of inferior quality 
and almost always overcooked or badly cooked and 
lacking in essential qualities. 

The great fault of civilized diet is that it is too 
often overcooked and before being cooked has been 
robbed of its most nutritive properties. It is allowed 
on all hands now that a food to be up to the proper 
standard should contain a more or less definite pro- 
portion of the mineral salts and of the vitamine ele- 
ments. What then does it profit a man if he is given 
food which even before being cooked has been robbed 
of some of its valuable properties and is then so 
cooked that it is robbed of other almost essential 
properties. It is too sophisticated food and the over- 
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cooking of food that are among the greatest draw- 
backs of civilization. 

This applies to meat, which is cooked frequently 
so that little virtue is left in it. Dr. Wood Hutchison 
is by no means alone in holding that the campaign 
against meat eating is being carried to absurd lengths. 
Dr, Harry Campbell has long contended that man is 
naturally a carnivorous animal and that on protein in 
the shape of meat he does his best physical and mental 
work. But Dr. Campbell advises discretion in the 
consumption of meat and does not recommend it in 
large quantities for the sedentary or the elderly or 
aged. He, however, does insist vehemently that the 
tendency of the age to eat pappy food from which 
most of the nutritive properties have been extracted 
and which give no exercise to the jaws, to the salivary 
glands or to the functions of digestion, is most harm- 
ful and responsible for some of the diseases, and for a 
great deal of the ill health which prevails. Another 
forcible and pungent writer on dietetics, Dr. Leonard 
Williams, while he is not at one with Dr. Campbell on 
the question of meat, is most insistent on the point 
that food nowadays is overcooked far too much and 
uncooked vegetables and fruit, which contain all their 
natural elements including the vitamines placed in 
them by the sun, should form the greater part of a 
person’s diet. 

Dr. Wood Hutchison’s refreshingly frank speech 
has done good in that it has once again thrown the 
limelight on a subject which is of the first interest 
and importance to the community and which is still 
open to argument. Further, it is to the medical man 
that the public look for enlightenment. Already great 
progress has been made in the science of dietetics, and 
the disputed points are gradually being elucidated. 

M. J. & Record, July 21, 1926. 





COLD FEET AS A PATHOLOGICAL CON- 
DITION AND CAUSE OF DISEASE 

A. Brauchle has written a monographic article on 
this subject which does not lend itself to summing up 
in a brief abstract. The latter may therefore be re- 
stricted to the subject of prevention and treatment. 
If the condition is congenital it is a mistake to use 
warm or hot water to offset it or to make use of 
heavy footwear or depend at night on the hot water 
bottle. Instead the feet should be bathed cold and 
rubbed warm beforehand. The shoes should always be 
warm and tight but the stockings loose-meshed and 
changed often. In warm weather the thinnest foot- 
wear is allowed with going barefoot when practicable. 
The child should be about as much as possible and in 
study periods should be allowed to get up and run 
about. Exercises, such as rising on the toes, are 
recommended. Many other hygienic suggestions are 
given which apply in general to adults as well as to 
children. The management of the cold damp foot 
is very similar. The mechanism of cold feet involves 
a vicious circle, there being an excessive loss of heat 
without the reactive hyperemia which should follow. 
In the cold feet of the neurasthenic and hysterical 
there is also a state of angiospasm. The conditions 
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to which cold feet may contribute are manifold—all 
of the catarrhal and exposure diseases, the neuralgic 
and rheumatoid, etc. In a diphtheria epidemic the 
cold-footed children are the first to be attacked. 
Engelmann has sought to uphold the existence of a 
law that the more remote the organ from the feet the 
more apt it is to suffer. If this is so, one would expect 
cranial neuralgia and rhinitis to be more common in 
these subjects than enteritis or cystitis—Muenchener 


medizinische Wochenschrift, December 3, 1926. 





THE VICTOR IN EVOLUTION 
James L. Montague in the New York Herald Tribune 
treats this subject in a way that would meet with 
general approval even in Tennessee. 


“I do not wonder, little bug 
Upon yon cockleburr, 

That you regard me with a smug 
And arrogant hauteur ; 

Your attitude of chill disdain, 
Your grim, unsmiling face— 

Though supercilious and vain — 
Denote a conquering race. 


“Thus man, no doubt, back in the days 
Of dim and dusty yore, 

Regarded with a cold, stern gaze 
The giant dinosaur— 

Which brute, despite his size and strength, 
And all his mighty kind 

Were driven from the earth at length— 
While man remained behind; 


“Remained behind, and brought to heel 
The jungle’s strong and great. 

He bade the titan Jumbo kneel 
To bear his puny weight, 

And banished to their distant lairs 
In forest or morass, 

The lions, hippopotami and bears, 
Which soon, in turn, shall pass. 


“So, bug, no wonder that you leer 
So gloatingly’ at me, 

For men shall shortly disappear, 
The while the ant, the bee, 

The jigger and the mite shall whizz 
And flutter zons long, 

For evolution’s battle is 
Not ever to the strong.” 





SETTLE BIG QUESTION 


Two colored stevedores unloading a vessel at a dock 
were passing uncomplimentary remarks about each 
other. Every time they met the discussion was re- 
newed with added sarcasm on both sides. 

“Yo’ jest keep on pesticating,” remarked one of them, 
“an yo’ is sho gwine to be able to settle a mighty 
big question for de sciumtific folks.” 

“What question dat?” countered the other. 

“Kin de dead speak?” 
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Original Articles 


SUGGESTIONS FOR COUNTY MEDICAL 
SOCIETIES 


EDUCATION OR ENLIGHTENMENT OF THE PUBLIC 
G. Henry Munprt, M.D., F. A. C.S. 


CHICAGO 


The objects of medical organizations today 
are about the same as when they first were 
formed, however there is some reason to stress 
some of these objects or we may lose our position 
with the public, 

In 1784 when the New Haven Medical Asso- 
ciation was organized one of the objects was “to 
appoint a committee for the purpose of examin- 
ing candidates for the profession, and give cer- 
tificates to the deserving.” This prerogative of 
medicine has been taken from us probably be- 
cause of failure of medical men to appreciate its 
importance, and doubtless as a consequence no 
effort was made to retain this very important 
privilege of passing on the men who wished to 
enter the practice of medicine. Medical men 
have always been reticent about looking to their 
own welfare and that of the profession. The 
reason for this paper is to stress some of the 
proper activities of a medical society so we may 
lose no more of the enviable standing medicine 
las today. 

None of the suggestions herein contained are 
original; they are the personal views of the 
writer gained from observation of county med- 
ical society activities in Illinois and a rather 
careful review of suggestions made by many 
writers on the subject. 

There are two proper reasons to justify the 
existence of a county medical society, and if by 
chance some underestimate the importance of the 
county society, he should remember that the 
county society is the basic society of which the 
great Illinois State Medical Society and the 
American Medical Association are composed, 
and that a chain is no stronger than its weakest 
link. It should be the desire of every member 
to see his county society do the best work it 
possibly can and do everything in his power to 
help it; this of course should be especially true 
of the officers. One of the most important things 
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for any organization is to have an active effi- 
cient secretary and this is especially true of the 
county medical society. If there is any county 
society with a poor secretary he should be re- 
placed at the next election and the county which 
has a good secretary should keep him in that 


position. 


The two proper functions of a county medical 
society are: 


1. Education or enlightenment of the public. 


2. Presentation of programs to keep its mem- 
bers enlightened on the progress of medicine. 


One may measure the worth of any activity 
by the question: Is Is For The Benefit of The 
Public? If it is, it is a proper activity and 
cannot fail of success, while if it is not it is 
bound to react to the detriment of medicine. The 
plastic period of life is childhood and this plas- 
ticity decreases as we grow older. As a conse- 
quence the earlier in the life of an individual 
we can implant the importance of the profession 
the more valuable is the work. From this 
thought the importance of preschool examination 
can be seen, and it is a proper activity of a 
county society to engage in this work in any 
way they desire. The local society must make 
the decision as to what they want to do, but if 
there is any question as to the desirable action 
a letter to the Educational Committee of the 
Illinois State Medical Society will secure the 
opinion of a group of men who have given this 
thing great thought and have had the oppor- 
tunity of observing the result of this in many 
localities. 

A county society will perform a very valuable 
piece of work if it has a lecture or demonstration 
before the schools and high schools in its county. 
The Educational Committee is in a position to 
help any county along this line. The writer 
feels that there is little need to argue the im- 
portance of this activity. 

There are in every locality many lay organiza- 
tions interested in the physical welfare of chil- 
dren and adults and it is entirely up to medicine 
whether we are te lead in these movements or 
to follow ; in other words, are we to be the archi- 
tects of the health house or are we just to be 
workers? Personally I feel that medicine should 
leave no stone unturned to put themselves in 
control of these many activities. Probably the best 









method of doing this would be for the county 
society, once a year, to have a meeting called 
by it to which all official and unofficial health 
organizations are invited and have a free frank 
discussion of health matters of the community. 
This doubtless would enlighten many honest but 
unthinking persons on the attitude of the pro- 
fession in health matters and incidentally it will 
place the responsibility for personal and com- 
munity health where it belongs; that is, in the 
hands of medical men. 

It is desirable for medical men to appear on 
the program of all types of lay organizations, 
such as parent-teacher associations, women’s 
clubs, luncheon clubs such as Rotary, Kiwanis, 
Lion, Associations of commerce, etc., etc. It 
should be one of the efforts of a county society 
to try to find men who can do this work and do 
it well; if that man does not exist in the county 
try to develop them. It is not, however, the 
most prominent men who always do this work 
the best. Another thing about this type of ac- 
tivity is that it should be known what the speaker 
is going to say. A safeguard against a poor 
presentation would be to work with the Educa- 
tional Committee which has had an abundance 
of experience and knows the pitfalls of this 
work, 

Newspaper publicity is a good work and the 
society which can arrange for publication in their 
papers can secure from the Educational Com- 
mittee material to be published over the signa- 
ture of the county society. Newspapers in nearly 
all cities like to publish what is going on in the 
city that day or week and I have looked through 
the papers in a number of places where no men- 
tion of a meeting could be found. I can’t but 
feel that it is good publicity for medicine to have 
it prominently placed in the newspapers of the 
county that The Blank County Medical Society 
is having a meeting today with a program as 
follows. 









































PRESENTATION OF PROGRAMS TO KEEP ITS MEM- 
BERS ENLIGHTENED ON THE PROGRESS 
OF MEDICINE 









A county society should have at least nine 
ineetings a year. It seems it would be difficult 
to maintain an active organization with much 
less. The primary function of these meetings 
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should be scientific discussions; however, some 
attention should be given to the social side of 
life and for this purpose luncheons or dinners 
serve a fine purpose. In some counties a picnic 
once or twice a year seems to serve a very valu- 
able function. There seems little doubt that at 
least once a year there should be some kind of a 
get together where the wives of the members 
should be entertained. 


There would probably be some dissent from 
the idea I am now proposing but I feel that it 
would be desirable to devote at least one meeting 
® year to the economic questions of our profes- 
sion. 

Programs should be a mixture of outsiders 
and local men. There is no doubt that a society 
loses much by not having its own men on its 
programs. One should remember that a county 
society is for the benefit of its members and un- 
less the members are involved in presenting the 
programs they lose much of the benefit which 
should accrue to them. Some medical men from 
a distance should be on the program each year 
but a majority of the programs should be pre- 
sented by members. At the present time clinics 
are very popular and for that reason a society 
probably would do well to have one or two clin- 
ical programs a year. An effort should be made 
tc correlate the programs presented so some 
definite ideas can be accomplished each year. 
Also if possible the programs should be arranged 
with the needs of that community in mind. If 
your county needs obstetrical discussion give 
time to that. If the crippled child is a factor 
in the community consider that subject. It will 
not be difficult to arrange a series of valuable 
and appropriate programs if some thought is 
given to the group rather than to the single 
meeting. 

The Scientific Service Committee of the Il- 
linois State Medical Society has developed a pro- 
gram service for county societies and will, I am 
certain, cooperate with any society to improve 
its work. 

In closing let me remind you of what Theo- 
dore Roosevelt said: “Every man should devote 
a portion of his time to the advancement of the 
profession of which he is a member.” 

25 E. Washington St. 
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A SUGGESTION IN THE TREATMENT OF 


IMPACTED FRACTURE DISLOCA- 
TION OF THE EPIPHYSES 


Hiturer L. Baker, M. D. 
CHICAGO 


In impacted fracture dislocation of the 
epiphysis due to direct trauma, there is often 
difficulty in reduction without resort to open 
operation. A method which I have used suc- 
cessfully in two cases is reported, not for its or- 
iginality (for it is an old principlé), but because 
of its simplicity and the excellent results ob- 
tained. 

Case 1. M. Mcl., nine years of age, was struck by 
an automobile Dec. 24, 1923. 

The wheel of the car passed over her left ankle. On 
examination a slight ecchymosis and swelling were 








Fig. 1. Case 1. Before Reduction. 


noted over the internal malleolus. The internal mal- 
leolus was very prominent. On X-ray examination a 
fracture dislocation of the lower tibial epiphysis with a 
lateral displacement of the tibia and impaction of the 
fragment was found. 

The patient was anesthetized and under the fluoro- 
Scope an attempt was made to reduce the fracture 
dislocation by extension and manipulation of the leg at 





the ankle. The impaction of the fragment was so great 
that reduction was impossible. 

The ankle was then placed on a well padded sand 
bag. A like padded sand bag was placed over the 
region of the internal malleolus. 

With an ordinary wooden mallet the dislocated frac- 
tured epiphysis was gently hammered into place. A 








Fig. 2. Case 1. After Reduction, 


| 
posterior moulded splint was then applied. Active’ 
motion of the ankle joint was begun in ten days. 


The patient was allowed to walk in six weeks. The 
patient has been observed at intervals since the acci- 
dent. Function of the joint is perfect. There is no 
shortening or evidence of disturbance of growth in the 
leg. 

Case 2. M. B., eighteen years of age, was struck by 
a rapidly moving automobile. On examination there 
was great deformity in the region of the knee joint 
with medial displacement of the patella and what ap- 
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peared to be a lateral and upward displacement of the 
lower epiphysis of the right femur. There was no 
disturbance in the pulsation of the anterior or posterior 
tibial arteries. 

X-ray examinations disclosed a fracture dislocation 











Fig. 3. Case 2. Before Reduction. 


through the lower epiphysis and anterior portion of the 
shaft of the right femur, with the distal fragment 
rotated outward and displaced outward and forward. 











Fig. 4. Case 2. After Reduction. 


The patient was anesthetized and under the fluoros- 
cope reduction was attempted by extending the thigh 
with the knee flexed, using counterpressure to bring the 
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fragment in place. The fragment was so firmly im- 
pacted that reduction could not be accomplished. By 
the use of sand bags and a mallet as described the dis- 
placed fragment was gently forced into place. A great 
deal more force was needed in this case than in the 
first one, however. The part was then encased in a 
plaster cast with the knee in semi-flexion. In three 
weeks the cast was removed and the patient walked 
with the aid of a crutch. On examination, Aug. 24, 
1926, there is no limitation of motion in the knee joint. 
Flexion at the knee is equal to that of the uninjured 
knee. No demonstrable shortening of the injured 
femur could be found. 

This method of reduction of impacted fractured dis- 
location of the epiphyses is worthy of a trial for its 
simplicity. 

REFERENCES 


S. T. Weir and J. H. Nicholson: Southern Medical Jour- 
nal, 1925. 

The Treatment of Fractures: Scudder. 

Traumatic Separation of the Epiphyses: J. Poland. 
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SOME CAUSES AND METHODS OF 
TREATMENT OF CHRONIC DIARRHEA* 


WituiaM A. Brams, M. D. 


Assistant Professor of Medicine, Northwestéfn University, 
Attending Physician, Cook County Hospital 


CHICAGO | 

It is sometimes of practical value to discuss 
the nature and treatment of some particular 
symptom in order to develop a routine method 
of examination and to prevent errors of omission 
which are so frequently the cause for an incorrect 
diagnosis and faulty treatment. This is especi- 
ally true of chronic diarrhea, a symptom which 
may be due to conditions in the bowel or to some 
disturbance elsewhere in the body and unas- 
sociated with any demonstrable change in the in- 
testinal tract. 

We, therefore, emphasize the three following 
important principles which are based rather on 
clinical observations than on experimental work 
with the view of aiding the general practitioner 
who is the first to see these patients and on 
whom a great responsibilty rests for the correct 
treatment and prevention of spread to others if 
the condition is of such a nature: 

1. Every patient with chronic diarrhea should 
be examined with the procto-sigmoidoscope in 
order to determine the existence of inflammation, 
ulceration or new growth in the lower bowel. 

2. A complete physical examination should be 
made in every instance in order to find the cause 
if it exists outside of the intestine itself. 

3. One or more microscopical examinations of 


*Read before the Chicago Medical Society, Feb. 2, 1997. 
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the stool should be made in order to find a causa- 
tive organism such as the entameba histolytica or 
other parasite. 

The application of the first principle, namely, 
that every case of chronic diarrhea should have a 
procto-sigmoidoscopic examination, is well illus- 
trated in instances of so-called “non specific 
ulcerative colitis.” This condition is easily 
recognized by this method and we shall be spared 
the possibility of mistaking it for bleeding hemor- 
rhoids or of overlooking a malignancy of the sig- 
moid or upper part of the rectum. 

Non specific ulcerative colitis is characterized 
by an ulcerative condition of the mucosa of the 
lower bowel with resulting continuous or inter- 
mittent, intractable, bloody diarrhea and often 
with abdominal pain, anemia, some fever and 
marked loss of weight and strength. The process 
usually begins in the rectum and lower sig- 
moid extending upwards and in some instances 
reaching the cecum or lower ileum. The 
mucosa as seen on proctoscopic examination is 
red and so fragile that mere contact with a cotton 
swab is sufficient to produce bleeding. An exu- 
date of mucus or pus may be seen in many places 
and the characteristic, shallow, whitish ulcers 
often very numerous and of various shapes and 
sizes, can be easily seen. The later stages of this 
condition may be recognized by the coexistence 
at the same time of small, pitted scars from pre- 
viously healed ulcers together with the picture 
just described. Still later stages may reveal an 
intact mucosa with numerous, shallow, pitted 
scars, the result of healed lesions in the mucosa. 
J. A. Bargen and A. H. Logan have isolated a 
Gram positive diplococcus from these ulcers in 
80% and they believe this organism responsible 
for this condition. A vaccine filtrate has been 
prepared from these diplococci and injected sub- 
cutaneously with excellent results in many in- 
stances. Time alone will tell whether we are 
dealing with an actual, permanent cure or with 
prolonged intermissions. 
usual form of local and dietetic treatment which 
will be described later in addition to the vaccine 
filtrate. An interesting case from our private 
practice will serve to illustrate the prolonged 
suffering and the frequent useless surgical pro- 
cedures which these patients often undergo before 
finding relief in simple therapeutic measures. 


Case 1. H. K., a young housewife 25 years old, had 
been suffering from chronic diarrhea and bleeding from 


We also continue the. 
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the rectum for about 12 years. There was some pain 
in the region of the sigmoid and rectum. The stools 
contained mucus and about a tablespoonful of blood 
of variable color. She was nervous, weak and had lost 
a great deal in weight and strength. Because of her 
abdominal pain and bleeding from the rectum she had 
had successively an appendectomy, a salpingectomy and 
a perineorrhaphy. One month ago she had a hemor- 
rhoidectomy for supposed bleeding piles but her con- 
dition remained unimproved. Physical examination 
revealed nothing except tenderness along the entire 
colon. Numerous microscopical examinations of the 
stool failed to reveal pathogenic amebae or other para- 
sites. Proctoscopic examination showed the bowel to 
be very spastic”and the mucosa was intensely red and 
very fragile so that mere swabbing produced bleeding. 
Numerous shallow ulcers were present throughout the 
mucosa. The white margins of these ulcers stood out 
in marked relief against the very red surrounding 
mucosa. The patient was put to bed, a residue poor diet 
was ordered and periodic colonic irrigations with warm 
chamomile infusion were given. The Gram positive 
diplococcus was isolated from the base of the ulcers and 
a vaccine filtrate was prepared and given subcutaneously 
every third day. The patient has remained well for six 
months, has gained in weight and strength and is now 
performing her usual duties without fatigue or nervous- 
ness. 

Malignancy of the lower bowel when inacces- 
sible to the palpating finger or not demonstrable 
by Roentgen examination is another condition 
which can be easily recognized by the sigmoid- 
escope. It is of importance in this connection to 
emphasize the fact that carcinoma of the colon or 
rectum may manifest itself clinically by diarrhea 
rather than by constipation. In a previous clin- 
ical study of 60 consecutive cases of proved car- 
cinoma of the colon we found diarrhea to be 
present in 30%. Diarrhea alone was the out- 
standing symptom in 6 cases while diarrhea alter- 
nating with constipation was present in 12 addi- 
tional instances. A similar study of 69 consecu- 
tive cases of carcinoma of the rectum showed that 
diarrhea was present in 22 instances or in 32%. 
These findings emphasize the fact that carcinoma 
of the lower bowel may cause diarrhea in nearly 
a third of all cases and when digital examination 
reveals no pathology, we should make use of the 
procto-sigmoidoscope in order to explore the 
lower sigmoid and upper rectum as these regions 
do not lend themselves well to Roentgenological 
examination. This method of examination is 
also of value in differentiating ulcerative colitis, 
bleeding hemorrhoids and neoplasms of the lower 
bowel. We do not believe we overstate when we 
say that the early use of a proctoscope would pre- 
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vent the too common error of mistaking a bleed- 
ing carcinoma for bleeding hemorrhoids and 
early treatment in such cases would greatly im- 
prove our results in these conditions. The value 
of proctoscopy in cases of hemorrhage from the 
bowel may be illustrated by the following case 
admitted to our ward in the Cook County Hos- 
pital. 

Case 2. A, L., a laborer 36 years of age, came to 
the hospital because of persistent bloody diarrhea of 
six months duration. He did not feel very ill and had 
not lost much weight. There was some abdominal dis- 
comfort. Physical examination revealed nothing ab- 
normal and rectal examination failed to reveal a pal- 
pable mass. An Ewald test meal showed an absence of 
free Hcl with the fractional method but Roentgeno- 
logical examination showed no evidence of carcinoma or 
other lesion. Proctoscopic examination showed a mass 
as large as an apple with an ulcerated surface and 
bleeding surrounding mucosa. This mass was about 
10 cm from the anus and we had just missed it on 
digital examination. We later made another digital 
examination and by the use of some force we could 
just touch the carcinoma with the tip of the examining 
finger. This patient was admitted as a bleeding ulcera- 
tive colitis and had been treated as such for six months 
outside of the hospital before admission. Much valu- 
able time was lost because a proctoscopic examination 
was not made previously when proper treatment would 
have resulted in very good prospects for an absolute 
cure, 

The second principle, namely, that every pa- 
tient with chronic diarrhea should have a com- 
plete physical examination is of value when we 
are dealing with patients in whom the presenting 
symptom is looseness of the bowels but in whom 
the cause lies elsewhere in the body than in the 
intestinal tract. 

This group is numerically very large and in- 
cludes a great number of conditions. Time will 
not permit us to mention all of them but we shall 
select the more common diseases as examples 
which cause diarrhea due to conditions existing 
outside of the bowel. A common disease of this 
type is pulmonary tuberculosis in which the diar- 
rhea is often very pesistent, even when no actual 
ulceration of the bowel exists. Persistent diar- 
rhea may occur in the early stages of pulmonary 
tuberculosis, long before there is any demon- 
strable anatomical lesion in the intestine. The 
cause of such a diarrhea is said to be some toxin 
elaborated by the bacillus tuberculosis but it is 
possible that it is due in great part to the achlo- 
thydria which is not uncommonly present in early 
cases and the diarrhea would then be of the so- 
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called gastrogenous variety due to absence of free 
Hel in the stomach contents. Chronic diarrhea 
in pulmonary tuberculosis may also be due to 
actual tuberculous ulceration of the lower ileum 
or colon and is then frequently a manifestation 
of a later stage. The stools seldom contain large 
quantities of blood such as are seen in non specific 
ulcerative colitis but occult blood is a frequent 
occurrence. The diarrhea may be continuous or 
intermittent and both forms are quite resistent to 
treatment. Tubercle bacilli may be found in the 
stools if looked for diligently and proctoscopic 
examination may reveal ulcers associated with 
tubercles if the lesions are low enough to be 
reached by the instrument. What we wish to 
emphasize is the necessity of examining the lungs 
as a routine in all cases of chronic or recurring 
darrhea as the cause may be found there, especi- 
ally if the pulmonary findings are well marked. 
The treatment of this condition depends on re- 
moving the cause and employment of a residue 
poor diet of high caloric value together with 
cautious use of intestinal astringents. 

Another condition which may cause chronic 
diarrhea is achlorhydria, either primary or secon- 
dary in nature. This form of diarrhea which is 
called “gastrogenous” because it is supposed to be 
due to an absence of free Hel in the stomach is 
present in about one-third of all cases of achlor- 
hydria. The exact reason for this form of diar- 
rhea is not definitely known but the most ac- 
cepted explanation is that the bowel is irritated 
as a result of infection because bacteria are not 
destroyed in the stomach due to absence of the 
antiseptic action of the free Hel or that irritation 
of the intestine results from the too rapid transit 
of undigested food from the stomach into the 
bowel. Such rapid emptying from the stomach 
can easily be seen on Roentgen ray examination. 
The fact that diarrhea develops in only a third 
of the cases with achlorhydria can perhaps be ex- 
plained by assuming that the pancreatic and in- 
testinal juices are capable of compensating for 
the disturbed gastric digestion in the remaining 
two-thirds. There is no clear cut. picture of 
gastrogenous diarrhea. There is usually 10 
colic, the stools number from 4 to 6 daily and 
contain no mucus or blood and are soft but not 
watery. The increased frequency is sometimes 
noticed chiefly in the morning or soon after 
meals. The treatment for this form of diarrhea 
consists of a diet which requires little gastric 
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digestion and dilute hydrochloric acid should be 
given in sufficient quantities before, during and 
after meals. Foods containing connective tissue 
should be finely ground or avoided altogether as 
most of the connective tissue is digested in the 
stomach normally. Whiskey or beer or other pos- 
sible causes for the achlorhydria should, of course, 
be removed. An interesting form of what may 
be gastrogenous diarrhea in diabetics was de- 
scribed by B. D. Bowen and A. H. Aaron. They 
report a series of 10 cases of diabetes in which 
achlorhydria was determined by the fractional 
method and in whom diarrhea was present. It is 
interesting to note that three of these were very 
sensitive to insulin, 

Hyperthyroidism is a condition in which recur- 
rent diarrhea is not uncommon. We studied a 
series of 125 consecutive cases and found that 21 
or 17% suffered from chronic recurring diarrhea. 
This condition is an excellent example of the 
necessity for a complete physical examination in 
order to determine the nature of the chronic 
diarrhea and its treatment. Here is an example 
where surgical removal of most of the thyroid is 
the most important single factor in curing the 
intestinal complaint. A study of the diarrhea in 
cur series of cases showed that some were con- 
tinuous, some intermittent, lasting but a few days 
at a time, and others alternated with constipa- 
tion. The stools were usually watery and seldom 
contained blood. Pain was an infrequent ac- 
companying symptom but marked loss of weight 
was sometimes seen due perhaps both to the in- 
creased metabolism of the hyperthyroidism and 
to the loss of food in the abnormally frequent 
stools. This form of diarrhea is to be dis- 
tinguished from the severe gastro-intestinal crises 
in hyperthyroidism in which there are marked 
prostration, vomiting, diarrhea and _ perhaps 
jaundice. The treatment of diarrhea associated 
with hyperthyroidism consists of the use of 
Lugol’s solution, rest in bed and an ice bag to the 
thyroid together with a residue poor high caloric 
diet and suitable intestinal astringents. Many 
of these cases do not have normal stools until a 
partial thyroidectomy is performed. 


Case 3. A young woman was referred to us com- 
plaining of recurring diarrhea, the last attack having 


persisted for several weeks. There were moderate 
abdominal pains and no blood was observed in the soft 
stools which numbered from 4-6 daily. Numerous 
microscopical examinations of the stools failed to re- 
veal amebae and a procto-sigmoidoscopic examination 
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revealed a mucosa which was somewhat pale but other- 
wise in a normal condition. Physical examination 
showed the typical eye signs of hyperthyroidism, there 
was a moderately diffuse enlargement of the thyroid 
together with a rapid pulse and fine tremor. A basal 
metabolism test showed a result which was 48 per cent. 
plus. This patient, who had previously resisted all 
treatment, was placed on Lugol’s solution and on a 
residue poor diet of 4,000 calories. She showed immedi- 
ate improvement and left the hospital in two weeks 
completely relieved of her diarrhea. 

Still another condition which may cause diar- 
rhea is pellagra. This disease is not common in 
general practice in this vicinity but we have had 
32 cases during the past year at the Cook County 
Hospital. It is possible that pellagra is not so 
rare among the poorer classes and it is well to 
keep this condition in mind when dealing with 
poor, transient patients. Diarrhea was present 
in 21 instances or in 65% and many of the 
patients came to the hospital with this symptom 
as the chief complaint. The diagnosis is easily 
made by recognizing .the skin lesions on the 
hands. The importance of recognizing pellagra 
as the underlying cause in a case with chronic 
diarrhea lies in the fact that the treatment with 
fresh meats and fresh vegetables is almost in 
direct contrast to the residue poor diet given in 
ordinary ulcerative colitis or diarrhea due to the 
other causes. 

Time will not permit us to discuss numerous 
other conditions which may be associated with 
diarrhea nor can we describe the various intes- 
tinal dyspepsias both fermentative and putre- 
factive as described by Strassburger and Schmidt. 
Some of these conditions will be described by 
those who are going to discuss this paper but 
there is one disease which we shall discuss in 
some detail because of a prevalent notion that it 
is not common in Chicago and also because it is 
perhaps the best illustration of our third prin- 
ciple, namely that every case of chronic diarrhea 
should have one or more microscopical examina- 
tions of the stools. 

We refer particularly to amebic dysentery, a 
disease usually considered as common only in the 
tropics or in persons who have come from those 
regions. Quite recently we have been struck by 
its presence in people who have never been out 
of Chicago. We have had 10 cases in our private 
practice and 40 cases were admitted to the wards 
of the Cook County Hospital during the last 12 
months who suffered from diarrhea and in whom 
the Entameba histolytica was found. A clinical 
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survey of these 40 patients throws an interesting 
light not only on the disease as it affects the pa- 
tients themselves but the danger they present to 
the general community if they are undiagnosed 
and not strictly quarantined. It is safe to say 
that such patients are as dangerous to the general 
public as are so many ambulatory cases of typhoid 
and probably more so because patients with 
amebic dysentery do not have a high fever and 
can often go about their business. The fact that 
many patients with amebic dysentery have not 
been diagnosed correctly increases the danger of 
spreading the disease. It is interesting to note 
that only 14 or 35% of the 40 cases coming to 
the Cook County Hospital were diagnosed cor- 
rectly before being admitted and that some of 
these 14 were readmissions for a recurrence. 
Some of these patients came to the hospital with 
diagnoses varying from bleeding hemorrhoids to 
tuberculous peritonitis or mucous colitis and all 
of these incorrectly diagnosed patients would 
have been a constant menace to the community 
haa they been permitted to go about freely. It 
is also interesting to note that only 7 of the 40 
patients had been outside of Chicago and 6 of 
these 7 came from labor camps in Illinois. The 
seriousness of the disease to the patient may be 
judged from the fact that 5 patients died, show- 
ing a mortality of 12% or one approaching the 
death rate of typhoid fever. 

A study of the clinical aspects of the cases of 
amebic dysentery admitted to our wards showed 
that quite a number began with a sudden onset 
and very closely resembled an attack of ordinary 
diarrhea, Others began only a few days before 
admission while still others had had frequency of 
watery stools for some time. The number of 
stools varied in frequency from 4 to 30 per day 
but there were seldom any appreciable fever or 
leukocytosis. We regard the absence of severe 
toxemia, high fever and marked leukocytosis as 
of distinct aid in diagnosis. The actual diagnosis 
is made by finding the Entameba histolytica in 
the stools. We wish to point out that we should 
not be satisfied with one or only a few micro- 
scopical examinations of the stool in a given case 
of chronic diarrhea. 

Case 4. This is illustrated by a patient who came to 
us and in whom we found numerous small, apparently 
superficial ulcers and a very fragile mucosa in the sig- 
mcid on proctoscopic examination. Several stool ex- 
aminations for ameba failed to reveal any and the 
patient was improving under bed rest, residue poor diet 
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and small doses of tincture of opium. Nevertheless we 
continued to examine the stools daily for amebae and 
were about to discharge the patient at the end of 2 


weeks after 14 examinations of the stools were made. 


Examination of the stool on the 15th day revealed 
numerous actively motile amebae in which ingested red 
blood cells could plainly be seen. 

While it is true that this may be an exceptional 
case and amebae are probably detected in the 
stools in about 98% in three consecutive exami- 
vations, we feel confident that some cases may 
escape recognition because we do not look for a 
sufficiently long time and these patients then 
become a source of danger to others. This par- 
ticular case may be compared with similar occur- 
rences in patients in whom pulmonary tubercu- 
losis is suspected and in whom tubercle bacilli 
are found in the sputum only after numerous 
examinations. It is very important to collect and 
examine the specimen under proper conditions 
otherwise the amebae will be easily missed. The 
parasites may be seen by examining the swabbings 
from the ulcers or looking at preparations from 
warm stools obtained either by using a rectal 
tube or by examining the fresh stool immediately 
after the bowels have moved. We should not be 
satisfied with only a few examinations but we 
must persist until convinced that no amebae or 
other parasites are present. 

We also wish to say a few words about the treat- 
ment of amebic dysentery. The patients are put 
to bed and given a diet which is poor in residue, 
consisting of cereals, broth, butter, white bread, 
rice, custard, noodles and boiled milk if it is well 
tolerated. Not all patients can take milk as it 
may cause pain and distention. There is no way 
to tell in advance whether a given patient will be 
able to take this desirable food and the only way 
to find out is by actual trial. Emetin hydro- 
chloride is given subcutaneously in doses of 4 
grain twice daily for twenty doses. The drug is 
then discontinued in order to prevent toxic symp- 
toms which sometimes develop from using it for 
too long a period of time. We then give stovar- 
sol, an arsenical preparation, per mouth in 14 
gram doses two or three times a day for a week 
and then return to emetin for another series of 
20 doses. Emetin subcutaneously is alternated 
with stovarsol per mouth as just outlined for at 
least 2 months after the amebae and all symptoms 
have disappeared. The diet is gradually elabo- 
rated and the patient instructed to return as soon 
as he notices any irregularity in the stools. The 
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after treatment is purposely prolonged with 
weekly stool examinations in order to prevent a 
recurrence which is so frequent. We should be 
just as careful in watching for evidence of recur- 
rence in amebic dysentery as we are in lues. 
symptomatic treatment is sometimes necessary. 
Severe abdominal pain is best relieved by small 
doses of tincture of opium with belladonna. Bro- 
mides may be necessary for the nervousness 
which chronic cases develop and tonics may be 
required during convalescence to hasten complete 
rxcovery. The discussion on treatment would be 
,scomplete if we did not mention the prevention 
it some of the sequelae of amebic dysentery. 
Jnfortunately emetin is not as effective against 
she encysted forms of the entameba histolytica as 
against the motile forms. This may help to ex- 
plain some of the later recurrences or appearance 
of liver abscess many years after the pathology in 
the colon is apparently cleared up. The treat- 
ment of abscess of the liver or brain belongs 
properly in the realm of the surgeon but there is 
one condition which we can and should prevent 
and that is stricture of the bowel. These cases 
are very difficult to treat and surgery is usually 
the only method available. Even surgery cannot 
promise perfect results because the intestinal 
wall both above and below the stricture is usually 
chronically inflamed and the surgeon has to work 
with pathological tissues. 

A private patient of ours will illustrate several of 
the points under discussion, namely, the failure to 


recognize the true condition because for 12 years no 
one ever thought of looking for amebae in the stools 


and the possible late results in such cases when proper 
treatment is withheld for too long a time. When such 


an examination was finally made the parasites were 
easily found on the first attempt. Unfortunately stric- 


ture formation had already begun and great difficulty 


was encountered in attempting to pass a sigmoidoscope. 
The dysentery was finally cured by emetin but the 
stricture remained and is constantly growing smaller. 

Many other examples could be cited showing 
the importance of microscopic examination of the 
stools in diarrhea. Various intestinal flagellates 
and other parasites can be discovered only in this 
way and negative results, if constant on repeated 
examinations, are also of considerable value in 
directing our attention elsewhere. 

It is impossible to describe all the causes of 
chronic diarrhea. We have purposely omitted the 
various forms of bacillary dysentery, as our aim 
is only to outline a method of procedure in such 
cases so that we shall be less likely to overlook 
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the more obvious causes and in that way to 
shorten the illness for the patient as well as to 
prevent the spread of a condition from one person 
to the general community. 

Resume: 

1. Every patient with chronic diarrhea should 
be examined with a procto sigmoidoscope. 

2. Cases of chronic or recurring diarrhea 
should be submitted to a complete physical ex- 
amination. 

3. Microscopic examinations of the stool 
should be repeated until we are satisfied that the 
cause lies elsewhere in the body than in the in- 
testinal tract. 

4, Amebic dysentery is not uncommon in this 
vicinity even in persons who have not been out 
of the city. 

5. Great care should be used in continuing the 
treatment of amebic dysentery after the intestinal 
symptoms have stopped and after the parasites 
have disappeared from the stools as recurrences 
are not uncommon. 
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CHICAGO 


Tumors of the lung are usually carcinomata 
of the bronchi; more rarely sarcomata and very 
often they cannot be differentiated from tumors 
of the pleura that have extended into the lung. 
The differentiation of mediastinal tumors from 
lung tumors is not very simple, and tuberculosis 
originating in the hilus of the lungs may give 4 
similar clinical picture. 

The clinical signs of carcinoma of the lung 
are those of a slowly infiltrating process extend- 
ing into the lungs. In addition to the irritating 
cough, bloody expectoration occurs very early 
and in some cases looks like raspberry juice. 
However, the presence of blood in the sputum is 
not essential for the diagnosis, and it is some- 
times absent. In other cases the patient com- 
plains only of severe pain in the intrascapular 
region, and the irritating cough may occur in 
paroxysms, simulating whooping cough. 

A history of progressive loss of weight, pain 
in the chest, cough, bloody expectoration and 
absence of fever in a patient past forty, who 


“From the Medical Department of Mt, Sinai Hospital, Chi- 
cago. 
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gives no history of pulmonary tuberculosis, is 
very suspicious of malignancy of the lung. This 
is particularly true in metastatic carcinoma, 
where a primary neoplasm of the breast, stomach 
or elsewhere is present. A negative sputum and 
tuberculin test strengthen the diagnosis. 

I have made it a practice to examine the chest 
thoroughly in all cases of carcinoma of the 
breast, for evidences of metastases into the 
lungs. A stereoroentgenogram is also made. If 
there are any evidences of lung involvement the 


toms of malignancy, such as loss of weight, 
strength, ete. Compression of the esophagus or 
recurrent laryngeal nerve may cause dysphagia 
or hoarseness. Metastases to the brain and 
spinal cord may occur. 

The physical signs depend on the size and lo- 
cation of the tumor. It is usually situated in 
the region of the hilum, and if small may not 
give rise to any physical findings. A growth 
into a bronchus causes signs of bronchostenosis. 
If it extends to the periphery and forms a large 








— 


Fig. 1. Case I. Tumor of left chest (lung or pleura) 


patient is saved the torture of a radical amputa- 
tion of the breast. Unilateral bronchostenosis 
indicates carcinoma of a bronchus, At times the 
signs of putrid bronchitis or gangrene of the 
lungs complicating carcinoma of the bronchi are 
the first symptoms to call attention to the dis- 
ease. 

Lung tumors not rarely cause elevation of 
temperature. In the later stages of the disease 
effusion into the pleura takes place, which is 
usually hemorrhagic, and symptoms of compres- 
sion, such as local edema and cyanosis of one 
side of the face or arm may occur. 

In carcinoma of the lung 1.83 per cent. of all 
cases are primary. A patient previously in good 
health begins to cough, at first without expecto- 
ration, later with mucopurulent and _ bloody 
sputum. Dyspnea then develops and later be- 
comes marked. Pain is usually constant in the 
chest and may be referred to the axillary region, 
sternum, shoulder or abdomen. In addition, the 
patient may complain of intrathoracic discom- 
fort and pressure, associated with the usual symp- 


Fig. 2. Case I. Diagnostic pneumothorax, showing 
compression of tumor, with separation of tumor from 
pleura. Air seen ascending pleural cavity. Heart pushed 
to right. Depression of right diaphragm. Diagnosis: 
Tumor of Bronchus (Sarcoma). 


sized mass the physical findings of dulness or 
flatness, diminished breath sounds and _ vocal 
iremitus are present. Primary lung tumors are 
usually situated in the upper portion of the lung, 
whereas metastatic tumors are found in the lower 
portions (carcinoma of the breast and thyroid). 
From the physical findings alone the diagnosis 
at times is impossible. 

‘There are usually two groups of physical find- 
ings: First, those referable to the lungs, ex- 
tending peripherally toward the pulmonary sur- 
face and at times into the pleura, and, second, 
involvement of the root of the lung, with exten- 
sion into the lung, the mediastinal glands or 
both. The pulmonary form is usually associated 
with unequal respirations, dulness or flatness, 
diminished or absent tactile fremitus, voice and 
whispered sounds and a respiratory murmur. 
Rales are usually absent in uncomplicated cases. 


Neoplasms at the root of the lung usually give 
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findings similar to those of enlarged mediastinal 
glands. Thus, one finds dulness to either side of 
the upper sternal region in front and the upper 
dorsal spines behind. Atypical murmurs due to 
compression of the great mediastinal vessels may 
be heard. Partial occlusion of a main bronchus 
may be suggested by the presence of a peculiar 
bronchial murmur, heard at one or the other side 
of the spinal column at the level of the hilus of 
the lung. On inspection a local prominence of 
the chest wall may be seen. In many cases the 
pleura may be involved, which results in the 
findings of pleural effusion. Rapidly recurring 
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Thoracentesis may reveal bloody pleural fluid, 
if the pleura is involved, which when examined 
microscopically may reveal tumor cells, endo- 
thelial plaques and a small number of lympho- 
cytes. The fluid is usually bloody at first and 
later becomes chocolate colored. Microscopically 
one may see many typical or atypical mitotic 
figures. If the pleura is not involved, tapping 
of the chest usually meets with a fairly resistant 
mass, which frequently is bloody in character. 

Bronchoscopic examination, properly carried 
out, may reveal a neoplastic mass which occludes 
a primary bronchus. Under proper measures a 
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Fig. 3. Case II. Tumor of right chest (lung or pleura) 


effusion in the pleura, even if not hemorrhagic, 
is very suspicious of malignancy. 


If there are signs of bronchostenosis with ate- 
lectasis one may find inequality of the radial 
pulses, tracheal tug, dilatation of the superficial 
veins of the chest wall, and at times displacement 
of the heart. Diagnosis in the beginning is not 
\ery simple. One should note especially meta- 
static swelling of glands of the neck, and also 
primary tumor in other parts of the body. 

The sputum may be blood-tinged and contain 
tumor fragments, fatty globular nuclei, and 
large fatty cells. The tumor fragments which 
are coughed up can be examined microscopically, 
The fresh sputum is usually mixed with normal 
saline solution and examined in a flat glass dish, 
with a black background, and coherent balls or 
Masses are carefully teased apart. 





Fig. 4. Case II. Diagnostic pneumothorax. No 
pleural adhesions. Complete separation of tumor from 
pleura. Diagnosis: Lung tumor (malignant). 


section or piece of this mass may be removed for 
microscopic examination. lIodized oil or lipiodol 
introduced into the trachea may show the loca- 
tion of the obstructed bronchus when the roent- 
genogram is taken. 
In 1920, Alexander, Stoecklin and Fischberg 
advised the production of artificial pneumo- 
thorax for the diagnosis of lung tumors. Stahl* 
also suggested filling the stomach with air in 
addition to the pneumothorax. The injection of 
a few hundred cubic centimeters of air into the 
pleural cavity gives valuable information at 
times, especially in those obscure chest cases in 
which one cannot differentiate between an 
interlobar empyema and a lung tumor. A bron- 
chial carcinoma leading to atelectasis of an en- 
tire lobe of the lung gives a very distinct roent- 





454 ILLINOIS MEDICAL JOURNAL 


genogram, which is very easily confused with an 
interlobar empyema, especially if there is at the 
same time a thickening of the pleura.? The in- 
troduction of 200 to 300 c. ¢. of air (artificial 
pneumothorax), assists considerably in making 
a correct diagnosis. The complete separation of 
the lung from the costal pleura speaks for a lung 
tumor, with secondary atelectasis of the lung, 
while extensive adhesions (failure of the lung to 
collapse) speaks more for an interlobar empyema 
with pleural thickening. Cases showing marked 





Fig. 5. Malignant (left) Broncho stenosis 


fluid in the pleura should be aspirated, and an 
artificial pneumothorax performed. The roent- 
genogram will then reveal the underlying lung 
pathology. 

Roentgenographic examination of the chest, 
particularly stereoroentgenograms, is a valuable 
adjunct in the diagnosis. In fact, a diagnosis 
of malignancy of the lung can be made before 
any physical findings are present. At times a 
sharply outlined tumor shadow can be seen, and 
occasionally multiple round shadows, which are 
much more frequent in metastatic cases.* If a 
bronchus is obliterated the position of the dia- 
phragm on the affected side is very high and 
shows restricted mobility, and the mediastinum 
is pulled to the affected side during inspiration. 
Conplete obstruction of the bronchus causes ate- 
lectasis. If the phrenic nerve is compressed, 
paradoxical movement of the diaphragm is ob- 
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served. Carcinomatous lymphangitis may give 
the typical picture of disseminated pulmonary 
tuberculosis. 

Carcinoma of the lungs is comparatively re- 
cent in cancer mortality investigations. In 1914 
a special census investigation returned 52,420 
cancer deaths of all kinds, of which 371, or 0.7 
per cent., were due to carcinoma of the lungs 
and pleura. In 1923 out of 86,754 deaths from 
cancer, 1,387, or 1.6 per cent., were attributed to 
carcinoma of the lungs and pleura. The male 
death rate for carcinoma of the lungs is 3.3 per 
cent. in Albany, N. Y., 3.8 per cent. in Boston, 
and 3.7 per cent. in Chicago. 


CASE REPORTS 


Case I: F. R. single, female, Jewish, aged 17 
years, entered the medical service of Dr. M. Lew- 
ison of Mt. Sinai Hospital, July 15, 1924, complain- 
ing of severe pain in the left chest, of six months’ 
duration. This pain was particularly pronounced 
at the angle of the scapula, usually came on at 
night, sometimes keeping the patient awake. She 
complained of an occasional hacking cough on 
arising, with no hemoptysis or expectoration, and 
an occasional pain in the right hip. She gave a 
history of influenza six months prior to her present 
complaint. The menstrual and family history re- 
vealed nothing of importance and her habits were 
good. 

Physical examination showed a fairly well de- 
veloped young female who did not appear to be 
acutely ill but was apparently suffering severe pain. 
Her temperature was 99.2°F., pulse 108 and res- 
pirations 24 on admittance. The essential findings 
in the chest were as follows: The anterior left 
chest was somewhat bulging and immobile. Tac- 
tile fremitus was diminished over the upper left 
half. Percusion revealed absolute dulness anteriorly 
above the third rib and posteriorly above the 
eighth. The breath sounds were diminished over 
the entire upper portion of the left chest, with no 
rales. The heart dulness was replaced by a tym- 
panitic note. There were no murmurs. 

The abdomen was negative. There was some 
tenderness at times over the right hip. Repeated 
urinalyses were negative. Blood chemistry and the 
Wassermann reaction were negative. Repeated 
sputum analyses were negative for tubercle bacilli, 
parasites and malignant cells. The red blood cells 
were 4,770,000, white cells 8,500, hemoglobin 80 per 
cent. Repeated differential counts varied as fol- 
lows: Polymorphonuclear leukocytes 55 to 69 per 
cent, small lymphocytes 20 to 33 per cent, large 


lymphocytes 5 to 8 per cent, transitionals 1 to 2 


per cent, eosinophiles 2 to 7 per cent. 
In view of the physical findings thoracentesis 


was instituted, but no fluid was obtained. The 
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needle, however, met with some resistance and 
produced a bloody fluid. 

Roentgenological report by Dr. M. J. Kaplan 
was as follows: (Fig. 1) A large shadow occupy- 
ing the left lung field from the apex down to the 
ninth rib posteriorly. The lower end can be defi- 
nitely made out and has a scar-like appearance. 
The left diaphragm is practically immobile and 
higher than the right. Both the left apex and the 
mediastinum are obscure. The trachea is pushed 
to the right: 

An artificial pneumothorax for diagnostic pur- 
poses was done, 650 c. c. of air being injected into 
the left pleural cavity (Fig. 2). The tumor mass 
was seen to be well defined and compressed, 
occupying the upper portion of the lung. The lung 
was separated from the pleura and air (roentgeno- 
graphically) could be seen ascending the pleural 
cavity. No pleural adhesions were present. 

Diagnosis: Tumor of a bronchus, evidently sarcoma. 

Four months after admittance to the hospital defi- 
nite evidence of metastases to the right hip bone 
and brain were found. 

Case 2: M. L., Male, married, Jewish, aged 52 
years, entered the medical service of Dr. I. Trace 
at Mt. Sinai Hospital, October 29, 1924, complain- 
ing of cough, pain in the right side, hemoptysis 
and shortness of breath. Cough had been present 
for twenty years, but had become aggravated in 
the last two months. The cough was productive 
in character and at times blood-streaked. The pain 


in the chest had been present for two months. 
There was nothing in the past or family history 
or in the habits that had any significance in this 


case. 

Physical examination revealed a well nourished 
adult male who did not appear to be acutely ill. 
The chest findings showed flatness in the right 
upper lobe, increased vocal fremitus, bronchial 
breathing and rales. The urine, blood Wassermann 
reaction and blood chemistry were negative. No 
tubercle bacilli were found on repeated examina- 
tions of the sputum, and there were no cancer cells 
or parasites. The red blood cells numbered 5,- 
200,000, white cells 8,600, hemoglobin 90 per cent. 
The differential count was normal. 

Roentgen-ray Report. Roentgen examination by 
Dr. M. I. Kaplan (Fig. 3). One the right side of 
the chest from the clavicle down to the sixth rib 
there is a dense shadow regular in outline and ir- 
regular in density which merges with the cardiac 
shadow. The cardia is enlarged. The aortic shadow 
is also enlarged. Costophrenic angles are clear. 
Right cardiaphrenic angles obliterated, mediastinal 
space clear above and below, but not in the middle. 

Gastrointestinal and kidney roentgen examination 
fegative. Thoracentesis of the chest revealed no 
fluid. 

A pneumothorax was performed for diagnostic 
purposes (650 c.c. of air injected). This showed a 
compression of the lung and complete separation of 
the pleura from the lung tissue. Under roentgeno- 


HARRY J. ISAACS 


455 


scopic examination the air could be seen ascending 
the pleural cavity (Fig. 4). 

Diagnosis. Primary pulmonary malignancy. 

Case 3: J. W., male, married, Jewish, aged 61 
years, complained of cough, progressive dyspnea 
and a feeling of heaviness in the chest of six weeks’ 
duration. His previous health had been excellent. 
At no time did he cough up blood. The essential 
physical findings were as follows: The patient 
was extremely dyspneic and wheezed considerably. 
The anterior portion of the left chest was more 
prominent than the right. 

Littens phenomenon was absent on the left, as 
was tactile fremitus. There was dulness over the 
upper lobe to the fourth rib anteriorly and to the 
sixth rib in the midaxillary line. There was marked 
hyper-resonance below. The breath and voice 
sounds were absent. Many rales were heard over 
the right chest. There was no adenopathy. The 
abdomen was negative. The urine, blood Wasser- 
mann reaction and blood chemistry were negative. 

Repeated examinations of the sputum for tubercle 
bacilli were negative. There was no rise in tem- 
perature. The blood showed a secondary anemia. 
Roentgenological examination revealed a large mass 
in the left lung, about the size of an apple (Fig. 5). 

Diagnosis: Malignant left sided bronchostenosis. 


CONCLUSIONS 


1. A history of progressive loss of weight, 
pain in the chest, cough, bloody expectoration 
and absence of fever in a patient past forty, who 
has had no history of pulmonary tuberculosis, is 
very suspicious of malignancy of the lung. 

2. All patients with carcinoma of the breast 
should have a thorough examination of the chest 
for evidence of lung metastases before a radical 
amputation of the breast is performed. 

3. Unilateral bronchostenosis indicates carci- 
noma of a bronchus. 

4, Rapidly recurring pleural effusion, even 
if not hemorrhagic, is suspicious of malignancy. 

5. Lung tumors at times cause an elevation 
of temperature. 

6. Bloody pleural fluid suggests malignancy. 

%. The various diagnostic procedures such as 
1. examination of the sputum for tumor cells; 
2. bronchoscopic and diagnostic pneumothorax ; 
5. roentgenogram (stereo-) and, 4. thoracoscopic 
examination, should be carried out. 

310 South Michigan Avenue. 
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A CLINICAL PATHOLOGICAL STUDY OF 
PULMONARY DISEASES* 
Aaron ARKIN, Ph. D., M. D., 
CHICAGO 


The study of a case of pulmonary disease 
should always begin with the taking of a careful 
history of the patient’s illness. Especially im- 
portant are the family history with reference 
to tuberculosis, the occupation of the patient, 
the duration of his symptoms, and the history of 
previous pulmonary disease. The recording of 
the history should be followed by a thorough and 
systematic physical examination of the chest. 
The method of such an examination is described 
in many text-books on physical diagnosis and 
will not be discussed by me at this time. I wish 
only to emphasize the importance of keeping 
an accurate record of all the physical findings. 

On completion of the physical examination 
a microscopic examination of the sputum, when 
any is obtainable, should always be made for tu- 
berele bacilli. The presence of bacilli makes 
the diagnosis of tuberculosis certain: the absence 
of bacilli in a case with physical findings sug- 
gestive of the disease should arouse the suspi- 
cion of the existence of some other chronic 
ailment such as bronchus carcinoma, bronchiec- 


tases, syphilis, actinomycosis, abscess, blasto- 


mycosis, lymphogranuloma, metastases, etc. 
When a pleural exudate is present aspiration is 
advisable, especially when large amounts of fluid 
are found and conceal the underlying pulmonary 
changes. Only after withdrawal of the fluid is 
it possible in such cases to make a diagnosis even 
with the x-ray. Chemical and microscopic as 
well as bacteriologic study of the fluid may aid 
in making a correct diagnosis. A Wassermann 
test should be made in all doubtful cases of pul- 
monary disease. 

Only after the above mentioned studies have 
heen conducted should the x-ray examination be 
made. Too often the patient is sent to a roent- 
gen technician who has little or no knowledge 
of pathology or clinical medicine, before a care- 
ful physical examination has been made, The 
result is that an incorrect diagnosis may be re- 
ported and the clinician misled. There are chest 
diseases which cannot be diagnosed by x-ray ex- 
amination alone, and this is especially true of 


*Address delivered before the Jackson Park Branch of the 
Chicago Medical Society, February 17, 1927. It was illustrated 
with numerous lantern slides. 


certain forms of incipient tuberculosis. Several 
years of study in European clinics, where post- 
mortem control was possible in all fatal cases, 
have convinced me of the danger of placing too 
much confidence in x-ray findings alone. The 
roentgenologist must cooperate with the clini- 
cian to obtain the highest possible percentage of 
correct diagnosis. And he is the best roentgen- 
ologist who has the broadest knowledge of medi- 
cine, especially of pathology. 

After a careful history has been obtained, and 
the physical examination and x-ray study are 
completed, there still remain some special meth- 
ods of investigation in certain difficult cases. 
These are pneumothorax, bronchography and 
bronchoscopy, and thoracoscopy (Jacobaeus). 
An artificial pneumothorax may make possible 
the diagnosis of pleural metastases, tumor of the 
chest wall, ete. The great value of bron- 
chography, with the’use of iodized oil injection 
into the bronchial tree, is now generally recog- 
nized in the diagnosis of bronchus carcinoma, 
syphilis of the trachea, bronchiectases, ete. 
Thoracoscopy has a very limited usefulness in the 
diagnosis of pulmonary disease. 

The study of a large number of cases of pul- 
monary and cardiac disease at the Wenckebach 
Clinie of the University of Vienna during a 
period of four years has been of great value to 
me chiefly because autopsies were performed on 
all fatal cases. The close cooperation of the 
internist, roentgenologist and pathologist creates 
a high standard of efficiency in diagnosis, and 
permits the internist and roentgenologist to 
profit by their mistakes as well as to establish 
vew clinical pictures from time to time. 


TUBERCULOSIS 


The mode of infection in tuberculosis is now 
well known, thanks to the work of Ghon and 
others. It begins in early life as an inhalation 
infection with the development of an area of 
tuberculous broncho-pneumonia, the so-called 
primary focus. The infection may occur imme- 
diately after birth of the child. It is present in 
about 60% of children at the age of 10 years, as 
shown by the Pirquet tuberculin reaction. Asso- 
ciated with the primary focus, which is most 
often found at the base of the upper or lower 
lobes, there is always an involvement of the 
tracheo-bronchial lymph nodes which drain the 
area. These nodes become enlarged and ofte 
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caseate. The primary focus and the associated 
tuberculous lymph nodes at the hilum are known 
as the primary complex. The development of 
the primary complex can be followed very well by 
serial x-ray pictures taken over a period of 
months or years. Gradually the focus of 
broncho-pneumonia with its surrounding area 
of inflammatory edema or gelatinous pneu- 
monia gets smaller and smaller until only 
a small calcified or ossified nodule or area 
remains to mark the site of the primary 
infection. Also the affected lymph nodes slowly 
calcify and the process stops or heals. In some 
cases, however, the hilum glands continue to 
grow in size and undergo caseation, or the pri- 
mary focus spreads to involve a large area with 
necrosis and cavity formation. When the pri- 
mary focus lies near the diaphragm it may pro- 
duce a diaphragmatic pleurisy with symptoms 
resembling an appendicitis, or gall bladder dis- 
ease. Contact with the pericardium may lead to 
a cardiac neurosis or a pericarditis. The en- 
larged glands in the mediastinum, so common in 
children, lead to spinalgia, cough, Kramer area 
of dullness, anisochoria, ete. Therefore, in chil- 
dren we should pay most attention to these 
symptoms. Involvement of the apex is very rare 
in this type of tuberculosis, as the primary focus 
very rarely occurs there. 

The second form of tuberculosis to which I 
wish to call attention is that of the proliferating 
primary complex. In this type there is often a 
large primary focus due to a massive infection 
with tubercle bacilli, with marked caseation and 
enlargement of the lymph nodes. The bacilli 
may then reach the blood stream producing a 
miliary tuberculosis, a tuberculous meningitis, or 
various forms of surgical tuberculosis. Or the 
primary focus may penetrate a bronchus and 
then lead to bronchogenic spread of the disease, 
a phthisis caseosa with or without cavity forma- 
tion. _Hemoptysis or spontaneous pneumo- 
thorax may be complications of this type. 

The third form of tuberculosis which I wish 
to discuss is that due to hematogenous dissemt- 
nation. Here we have a number of sub-types de- 
pending upon the extent of the dissemination 
through the blood stream. 

(a) Malignant proliferation is due to the 
discharge of numerous bacilli into the circula- 
tion with the development of a generalized mili- 
ary tuberculosis. A caseous gland or focus may 
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invade the thoracic duct, pulmonary vein, pul- 
monary artery, jugular vein, or even the aorta 
itself, 

(b) Virulent proliferation is the result of 
the formation of many tubercles but in a more 
resistant individual. The tubercles are of the 
epithelioid type and usually not fatal. This form ' 
leads to the so-called typho-tuberculosis with the 
enlarged spleen, surgical tuberculosis of the 
bones, kidneys, brain, adrenals, etc. Or, a poly- 
serositis may mark its onset, due to the develop- 
ment of subpleural tubercles in the lungs. The 
pleura, pericardium, peritoneum, meninges, 
joints may all become affected. A third variety 
of virulent proliferation is the diffuse fibroid tu- 
berculosis of the lungs. Many small fibrous or 
calcified spots appear in both lungs, especially 
in the upper lobes. Emphysema may follow. Or 
there may be hemoptysis from erosion of a vessel. 
This type is often associated with bone tubercu- 
losis, iridocyclitis, and a hard round spleen. The 
fourth variety is the dense fibroid or ulcero- 
fibrous tuberculosis. This usually affects both 
apices producing a bilateral induration with 
narrowing of the apical fields. Cavities may or 
may not develop. 

(c) Bland proliferation is the type in which 
only a small number of discrete miliary tubercles 
appear in the apical regions. These may calcify 
leaving several small spots in both apices. A 
non-specific inflammation, without typical tu- 
bercle formation, can occur in this mild type of 
the disease. Here the tuberculo-toxic diseases, 
such as Poncet’s form of arthritis and the so- 
called rheumatoid eye disease belong. Or, there 
may be recurrent attacks of pleurisy, with inter- 
lobar pleurisy scars. 

The fourth and last form which I shall dis- 
cuss is the bronchogenic phthisis seen most often 
in adults. It is characterized by acute attacks, 
with high fever and lassitude, lasting from 5 to 
20 days and diagnosed often as “grippe.” These 
are cases of massive reinfection with broncho- 
genic spread, the so-called “galloping” consump- 
tion. 

We find rales of various kinds in different 
areas of the lung. The process has a lobar dis- 
tribution, most often at the bases of the upper 
lobes, and is often bilateral. The sputum is al- 
ways positive. A pneumothorax in cases with 
one-sided involvement may stay the process. This 
type is usually fatal within five to ten years, 
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This type is an absolute contraindication against 
pregnancy. The pregnant woman may feel bet- 
ter toward the end of pregnancy with the lung 
compressed and put partly at rest by the high 
position of the diaphragm. But after delivery, 
when the lungs expand, extension of the disease 
by aspiration is very often followed by a fatal 
outcome. 
BRONCHUS CARCINOMA 

Bronchus carcinoma can no longer be consid- 
ered a rare disease. In large European clinics, 
where autopsies are performed on all patients 
dying in the clinic, this disease has been recog- 
nized for years. Today, with the aid of the x-ray 
and bronchography and bronchoscopy, the diag- 
nosis of a bronchus carcinoma offers no great 
difficulty in a high percentage of cases. It seems 
that this disease has increased throughout the 
civilized world in the past ten years. This in- 
crease is not alone due to better diagnosis, as the 
pathological institutes in which this condition 
has been recognized for years also register a 
marked increase in the number of cases. The 
fact that the disease usually begins with a meta- 
plasia of the columnar epithelium to a squamous 
type speaks for the importance of chronic irri- 
tation as a predisposing cause. The importance 
of bronchus carcinoma can be realized from the 
statistics of Briese who found 1289 cases of car- 
cinoma in 12,971 autopsies. Of these carcino- 
mas 60 were bronchus carcinoma, or 4.5%. 

When a patient past middle life, who never 
had pulmonary disease, develops a dry cough, 
and expectorates a little blood-tinged sputum 
free from tubercle bacilli one should think of 
the possibility of a bronchial cancer. The pa- 
tient may for months present no other symp- 
toms except perhaps a slight temperature and 
some loss in weight. In other cases hemoptysis, 
or cardiac symptoms with marked dyspnea, en- 
largement of the mediastinal glands, venous con- 
gestion of one side of the neck, face, or arms, 
with edema may develop. 

The diagnosis of bronchus carcinoma of the 
upper lobe is not so difficult by physical exami- 
nation, but in the other lobes may be almost im- 
possible without the aid of the x-ray and bron- 
chography or bronchoscopy. Very often the con- 
dition is diagnosed as an indurative pneumonia 
o1 a fibroid tuberculosis. Any chronic pneu- 
monia without a leukocytosis, without tubercle 
bacilli in the sputum, and with a negative Was- 
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sermann should arouse the suspicion of a bronchus 
carcinoma. When in a suspected pulmonary tu- 
berculosis no bacilli are found one should always 
think of the following: bronchus carcinoma, 
bronchiectases, syphilis, lymphogranuloma, or 
sarcoma. 

I have classified the forms of bronchus carci- 
noma into five types, 1. the lobar form, usually 
looked upon as a chronic indurative pneumonia. 
In the lower lobe the diagnosis is often very dif- 
ficult; 2. the pleural form, characterized by an 
extensive hemorrhagic carcinomatous pleurisy 
due to involvement of the pleura; 3. the bron- 
chial form, with bronchiectases or bronchus ste- 
nosis and atelectasis; 4. the mediastinal form in 
which the metastases in the mediastinal glands, 
which are always present in bronchus carcinoma, 
dominate the clinical picture. This type may be 
very difficult to differentiate from lymphogranu- 
loma, lymphosarcoma, hyperplastic tuberculosis, 
aneurysm of the aorta, etc. The primary tumor 
may be very small but the mediastinal glands of 
tremendous size; 5. the rheumatoid form in 
which the bone metastases may give the first 
symptoms of an occult bronchus carcinoma. 
Here I wish also to include the two cases of toxic 
hyperplastic periostitis which I have seen associ- 
ated with bronchus carcinoma. 

Time will not permit me to discuss the symp- 
toms in detail. But I wish to call attention to 
one complication of this disease which I have 
seen in five cases, and that is brain metastases 
producing the symptoms of a brain tumor. The 
osseous system should always be carefully exam- 
ined for metastases. I have also seen three cases 
with metastases in the adrenals. They may oc- 
cur in any organ of the body. 

SARCOMA OF THE LUNG 

Primary sarcoma of the lung is a very rare 
disease, and cannot be diagnosed with certainty 
in vivo. I have seen three such cases. The first 
was characterized by a round shadow in the 
right upper lobe, which had no sharp boundary 
but gradually faded out into the lung tissue. 
The mass was separated for a considerable dis- 
tance from the right hilum, in contrast to the 
bronchus carcinoma shadow which usually in- 
volves the hilum region. A second case produced 
a large, intense, sharply outlined shadow involv- 
ing most of the left upper lobe, with paralysis 
of the left diaphragm. The third case resem- 
bled closely a pneumonic process of the right 
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upper lobe, with enlargement of the right hilum. 
Only at autopsy can these cases be differentiated 
with certainty from other forms of malignant 
tumor. 
HODGKIN'S DISEASE 

I have seen in six cases of this disease large 
shadows in the lung fields, more or less sharply 
outlined, due to the development of areas of 
lymphogranuloma in the lung itself. These may 
so closely resemble metastases that one of our 
cases was diagnosed as multiple sarcoma meta- 
stases. The autopsy revealed a lymphogranu- 
loma primary in the lungs. Also in cases of gen- 
eralized lymphogranuloma lung involvement is 
not at all rare. I saw in the Wenckebach clinic 
three cases of mediastinal lymphogranuloma in 
one family, all of the patients males. The cases 
are described in my publication in the American 
Journal of the Medical Sciences for May, 1926. 

The diagnosis of lymphogranuloma can be 
made with certainty only by histologic examina- 
tion of a lymph node or the affected tissue. 
There are no specific blood changes. This dis- 
ease is often erroneously classed with the blas- 
tomas. It is undoubtedly an infectious granu- 
loma, as proven by the case of Dr. Priesel which 
I saw in Vienna of a mother with lymphogranu- 
loma who gave birth to a child suffering from 
the disease. The infection of the foetus was no 
doubt by way of the placenta. 


The cardinal symptoms of Hodgkin’s disease 
are 1. glandular enlargement, 2. recurring at- 
tacks of fever, 3. polynuclear neutrophile leuko- 
cytosis with eosinophilia, 4. pruritus, 5. toxic 
symptoms, 6. enlargement of liver and spleen. 


SYPHILIS OF THE LUNG 


The diagnosis of syphilis of the lung is very 
difficult to make, and many cases so considered 
are probably not syphilis. The fact that a pa- 
tient has a positive Wassermann does not yet 
prove that the lung shadow or cavity is a syphi- 
litic lesion, any more than it proves that the 
gastric ulcer of such a patient is luetic. We must 
learn to distinguish between specific organic dis- 
ease and non-specific disease in a syphilitic pa- 
tient. I have seen two cases of syphilitic gum- 
mas of the lung, neither of which was diagnosed 
during life. 
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We may classify syphilitie disease of the lung 
into 1. gummatous, 2. gummatous-cavernous, 3. 
interstitial with bronchiectases 4. cirrhotic form 
with scar formation in the bronchi and pleura, 
and 5. the very rare pneumonic form. 

ECHINOCOCCUS CYST 

Echinococcus cyst is rather rare in our coun- 
try, but more frequent in Europe and quite com- 
mon in certain countries of South America. I 
liave seen ten cases of this disease. The finding 
of a spherical dulness in the axillary region 
should cause one to suspect echinococcus cyst. 
The diagnosis is usually very easy with the x-ray. 
A sharply outlined, spherical homogeneous sha- 
dow is characteristic. Calcification may occur 
in the wall of the cyst. Perforation of the cyst 
into bronchus may be accompanied by a hemop- 
tysis or the expectoration of a large amount of 
eyst contents with the membrane and hooklets. 
The cysts vary greatly in size, and may become 
large enough to occupy an entire lobe. Most of 
the cases I have seen were in the right lung. In 
one case there were also cysts in the liver and 
retroperitoneal tissue, which were visible in x-ray 
photographs due to calcification of the wall. 


BRONCHIECTASES 


In patients with bronchiectases the character- 
istic history of the expectoration of mouthfuls of 
sputum, which forms three layers on settling, 
the odor of the sputum, the rales, and dulness 
in the phrenico-cardiac triangles enable one to 
suspect this condition. Fluoroscopic examina- 
tion often reveals the dilated bronchi with their 
horizontal fluid levels. The injection of iodized 
oil makes the diagnosis certain, but I have not 
found this necessary in many cases. A careful 
fluoroscopic examination, with rotation of the 
patient, will make it possible to see the bronchi- 
ectases. The chief causes of bronchiectases are 
chronic bronchitis, penumonia with induration, 
bronchial cancer, pleural scars and tuberculosis. 


METASTATIC LUNG TUMORS 


Any carcinoma or sarcoma in the body may 
produce pulmonary metastases, but there are cer- 
tain malignant tumors which are characterized 
by their great tendency to produce lung meta- 
stases. These are all the highly malignant sar- 
comas, hypernephroma, carcinoma of the breast, 
chorio-epithelioma, ovarian carcinoma, malig- 
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nant teratomas, etc. I have seen lung metastases 
in two cases of larynx carcinoma, and in four 
cases of stomach cancer, also in two cases of 
pancreas carcinoma. 

Small metastases may produce no clinical 

symptoms whatever. Here the x-ray is the only 
means of diagnosis. It must be remembered, 
however, that tuberculosis and also lymphogran- 
uloma may produce solitary sharply outlined 
shadows in the lung resembling tumor meta- 
stases or benign tumors. 
_ Numerous metastases may produce the clinical 
picture of a broncho-pneumonia. I have seen 
several cases of miliary carcinosis mistaken 
roentgenologically for miliary tuberculosis. Two 
cases of melanosarcoma with multiple minute 
metastases in the lungs were so diagnosed. Other 
sarcomas, also chorio-epithelioma may produce 
a similar picture. Extension to the pleura with 
hemorrhagic exudation may cause a darkening 
of an entire lung field. This I have already de- 
scribed as frequent in bronchus carcinoma, and 
it also occurs in pleura endothelioma (carci- 
noma). 

I wish finally to call attention to the fact that 
lung or pleura metastases may develop years 
after operation for sarcoma or carcinoma, at a 
time when the patient is considered cured. I 
saw a case of melanosarcoma of the eye with 
pulmonary metastases 12 years after removal of 
the eye. I saw another case of a woman who 
died of lung and pleura metastases six years 
after operation for carcinoma of the breast. 


LUNG ABSCESS 

Abscess of the lung may be 1. broncho-pneu- 
monic, 2. embolic, 3. metastatic, 4. bronchiec- 
tatic. The broncho-pneumonic form is seen 
frequently in influenza, aspiration broncho-pneu- 
monia with mixed infection with spirochetes, 
ete. The only difference between such a lung 
abscess and gangrene is in the bacterial flora. In 
the latter putrefactive bacteria as well as pyo- 
genic forms are present. 

The embolic form of lung abscess usually fol- 
lows a septic thrombosis, just as does pyemia or 
septicemia in general. It is seen after opera- 
tions when a septic thrombus forms in a vein. 
HMmboli of bacteria are then carried to the lung 
where they set up an abscess formation. 

A metastatic tumor form of lung abscess oc- 
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curs when tumor metastases develop and these 
contain bacteria which cause them to break 
down with abscess formation. I have seen two 
cases of larynx carcinoma with multiple lung 
metastases, some of which formed abscesses in 
the centre with a horizontal fluid level. Either 
the bacteria were brought to the lung with the 
tumor emboli, or the tumor growths in the lung 
were invaded by bacteria from the lung or blood 
stream. 

Bronchiectatic lung abscess is not uncommon 
and is also due to the formation of areas of 
broncho-pneumonia about the infected bronchi 
with subsequent abscess formation. 

I wish to call attention to still another form 
of lung abscess which I have observed in patients 
with cardiac decompensation. Such patients 
with passive congestion of the lungs frequently 
develop hemorrhagic lung infarcts. In the ab- 
sence of an endocarditis these are due to the 
breaking loose of fragments of aseptic thrombi 
formed in the right ventricle or in the auricular 
appendage or in the veins of the extremities. 
The aseptic infarct may become infected with 
bacteria present in the lung and undergo sup- 
puration with abscess formation. The patient 
may then succumb to the lung abscess or empy- 
ema if the cardiac condition improves. 


MEDIASTINAL TUMORS 

The subject of mediastinal tumors, in the 
broad sense of the term, is such a large one that 
I shall reserve it for discussion at another time. 
I wish here only. to enumerate the most impor- 
tant causes of mediastinal tumor formation. 
They are I. tuberculosis of the mediastinal 
lymph nodes especially in the primary complex 
in children, 2. acute lymphadenitis in acute in- 
fectious diseases, 3. syphilitic gummas, 4. lymph- 
ogranuloma, 5. lymphosarcoma, 6. teratomas 
(dermoids), %. aortic aneurysm, 8. substernal 
thyroid, 9. esophagus carcinoma, 10. dilated eso- 
phagus due to cardispasm, 11. cold abscess due 
to Pott’s disease, 12. persistent thymus, 13. sym- 
pathicoblastoma, etc. The possibility of 4 
bronchus carcinoma with mediastinal tumor due 
to metastases in the lymph nodes should always 
be kept in mind. I have already discussed this 
under the subject of bronchus carcinoma. 

25 East Washington St. 
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MY IMPRESSIONS OF THE TUBERCULO- 
SIS SITUATION AS GLEANED FROM 
MY RECENT VISITS ABROAD* 


Rosert 8S. Berauorr, M. D. 


Associate Professor of Medicine, Loyola University, 
School of Medicine. 


CHICAGO 


Theorizing on the prognosis of tuberculosis 
in the sense of its ultimate eradication from 
the human race, has long been an obsession with 
me, and probably with every one who has to do 
with this disease. In the topic assigned to me 
this evening, I appreciated the opportunity of 
bringing this subject to your consideration. In 
regard to my recent trip to Europe, only such 
observations and views assimilated, which have 
« direct bearing on this phase of tuberculosis, 
will be embodied in this paper, We shall not 
concern ourselves with statistics which are so 
readily available from innumerable sources. Nor 
shall we consider the work of individual men, 
hospital management, diagnostic technique of 
divers varieties, or similar details. Rather it 
shall be my purpose to indulge in a literary de- 
bauch, a pot-pourri of theories, axioms and cate- 
gorles. 

Any consideration of the present status of 
human tuberculosis must concern itself primar- 
ily with the causative factor or factors, and their 
management. In every country and section of 
the world, where tuberculosis has been accepted 
as a specialty and thereby given special study, 
the theory of childhood infection has been ac- 
credited. The theory of childhood infection 
insists that pulmonary tuberculosis has its incep- 
tion in infancy and childhood as a glandular in- 
fection, and that the adult manifestation is but 
« metastatie expression of an infection incurred 
in the earliest years of life. If there be any 
difference of opinion amongst men on this point, 
it is merely in the matter of percentages. It 
was the Ghone of Vienna who first demonstrated 
and expanded upon the primary complex, and 
proved its frequency in children. His successor, 
Erdheim, the Grand Old Man of to-day, is con- 
vinced that all pulmonary tuberculosis is due 
to the human tubercle bacillus, and is an inhal- 
Staunch in this belief, he boldly 
brushes aside the bovine and other hybrid forms, 
which we for example, are wont to accuse of at 
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least a minor part in this disease. Erdheim in- 
sists the mechanism of tuberculous infection is 
as follows: The human bacillus is inhaled and 
passes through the bronchus into an alveolus and 
lodges there. Tubercle bacilli multiply, and a 
tubercle is formed. This tubercle caseates and 
infects the regional lymph nodes, thereby com- 
pleting the so-called primary complex of Ghone. 
The lung tubercle very shortly and almost al- 
ways calcifies, but the lymph gland contains the 
encapsulated tubercle bacilli, and keeps them 
viable for years. At puberty, metastases take 
place from either the gland or the primary tu- 
bercle (usually at the base of the lung) to the 
apex. Erdheim demonstrates beautifully this 
primary complex in one juvenile subject after 
another, and the metastatic invasion of the apex 
in his subjects at puberty. It is of interest to 
note his dogmatic statement that 95% of all 
humans autopsied at puberty, show an apical 
insult. 

If then we accept the premise that all humans 
or at least a vast majority of them, undergo a 
juvenile infection through direct contact, and 
develop a primary complex, we are confronted 
with the profoundly interesting problem, what 
factor or factors determine the degree of severity 
of reaction on the part of the human host to the 
invading organism? How account for the fact 
that 75% of those affected, display no recogniz- 
able evidence of invasion? And why do from 
10 to 15% take on and successfully weather a 
mild, short-lived, though very evident general 
infection? And finally, what element or ele- 
ments condemn the remaining 5% to a severe 
course? To facetiously proffer the vague and 
indefinable explanation “Varying Imunity,” is I 
tear begging the question. 

The subject of mal-nutrition in the earliest 
months and years of life, has always appealed to 
me as a sound, logical factor in determining the 
reaction of an host to this specific invasion. We 
are all impressed with the fact that an euphoria 
in adult life, based on a sound nutritional basis 
is a reliable buffer against disease. It not alone 
allows an individual to expose himself success- 
fully to multiple and varied infections, but even 
when only partially protective and such an in- 
dividual succumbs, the course of his disease is 
short-lived. Quite logically it seems to me, the 
question of proper quality and quantity of food 
may be a real deciding factor in the reaction 
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of the young towards their first big test, their 
tuberculous invasion. In this country, where 
even the most indigent with few scattered ex- 
ceptions, are able to provide their young with at 
least the bare necessities of life, a careful ob- 
servation to bear out this theory is difficult. 
Europe, however, during the recent prolonged 
War, offered an ideal setting (ideal from a re- 
search standpoint) for such a study. During 
the last two years of that conflict (1917 and 
1918) and the succeeding two years (1919 and 
1920), several countries, particularly Germany 
and Austria, starved. They managed somehow 
to feed their adult population, but with their in- 
fants and children, they failed. Men and women 
could and did exist on husks, and on dried second 
growth vegetables of no caloric value. They lost 
enormously in bodily weight and vigor, and 
quite naturally sent the mortality rate of many 
diseases to a higher level. It was in children, 
however, that this prolonged starvation, pro- 
duced its most marked effect. Of particular in- 
terest to us is the influence on tuberculosis. The 
food elements which were either entirely absent 
or at least markedly deficient, were milk and 
butter. For the former nutritional mainstay 
there exists of course no substitute, and for the 
latter, none worthy of mention. Nor could the 
vitamines A, B, and D, be supplied in sufficient 
quantity. The result was both startling and 
deplorable, particularly as regards the tubercu- 
lous infection in juveniles. A wide-spread 
marasmus in young infants soon gave way to 
a picture of ravaging tuberculosis. If the vast 
percentage of all juveniles are tuberculously 
infected at all times, this situation possibly was 
unaffected, however two other observations were 
plainly evident. First, a tremendous increase 
in the numbers of severe glandular infections 
which ran a long, stubborn course, and ter- 
minated fatally in many instances was noted. 
Second, pulmonary tuberculosis, or the failure 
of Ghone’s tubercle to become calcified, and a 
resultant miliary tuberculosis was common. So 
that it would seem that not alone an extreme nu- 
tritional deficiency such as this, but even a minor 
grade such as is frequently encountered in our 
country, largely due to ignorance on the part 
of parents, is a real factor in propagating tuber- 
culosis. To theorize still further as follows: 
Fully seventy-five per cent of children tubercu- 
lously infected, in no wise supported except by 
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a sufficient nutrition, run the gamut of invasion 
so successfully, that they present little or no out- 
ward evidence of disease, at that period, nor at 
any later date. It would seem logical then to 
conclude that coincident with their primary in- 
fection, they develop and foster an immunity 
towards metastases later in life, more especially 
at puberty. They constitute that big group 
which at puberty show a definite healed apical 
invasion without having displayed any clinical 
evidence of the disease. Is it not possible then 
that a severe primary infection, irrespective of 
the cause of the severity, per se argues for a 
diminished or lack of immunity on the part of 
the host not only against its initial invasion, 
but against a metastasis at puberty as well? 

Again this theory seems to be substantiated 
by the following intensely interesting observa- 
tion in Europe: Those children who ten or 
twelve years ago sustained an unusually severe 
primary infection, presumably due to malnutri- 
tion, at puberty provide a vast increase in the 
percentage of adolescent active pulmonary tu- 
berculosis. The question therefore of nutrition 
in infancy and childhood, as it affects immunity 
towards the initial invasion and subsequent 
metastases, is pertinent. 

There are few unanswered questions in the 
field of tuberculosis more interesting than that 
which inquires, “What agent or agents are re- 
sponsible for the relighting of an apical tubercu- 
losis at puberty?” It is true there are predis- 
posing agents, some theoretical, others proven 
beyond doubt. However, they do not to my satis- 
faction explain the mechanism of tuberculosis. 
Of one hundred individuals all having had a 
glandular tuberculous invasion in childhood, and 
all subjected to the same predisposing or activat- 
ing factors, only a minor percentage relight 
themselves. Why? “Individual resistance or 
immunity,” is the ambiguous answer. Whence 
does this resistance arise? From exogenous 
causes? Exercise, diet, hygienic surroundings? 
Or is there an endogenous cause? 

The Germans and Austrians have recently 
looked to constitutional pathology if not for the 
answer, at least for a theory. They have coined 
the term “Anlage,” which is a bit hard to define. 
They adopt a given normal, obtained by com- 
parison of large groups. This normal must 
cover the individual completely. Not only his 
physical aspects, size, stature, weight, height, 
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color of hair, eyes, etc., but his metaphysical, 
his mental, psychological, temperamental reac- 
tions, ete. After adopting a normal, an in- 
dividual can be rather accurately charted. It 
will be found that variations of all descriptions 
appear, some to the right of the line, a “Supe- 
riority Group,” the majority of diversions, how- 
ever, to the left of the line, an “Inferiority 
Group.” Now, while it is unquestionably true 
that many of these divergences from the normal 
are of exogenous origin, a definite and appre- 
ciable group are of endogenous or constitutional 
origin. Those of constitutional or endogenous 
crigin, form an individual’s “Anlage.” They 
are present in the fertilized ovum, the direct 
heritage from parentage, sometimes maternal, at 
others paternal. Should maternal and paternal 
heritages clash, and with equal force, that in- 
dividual’s “Anlage” would be blotted out, and 
not transmitted as such. ~ 

That “Anlages” of all descriptions, physical, 
mental, etc., exist, is pretty certain. For example, 
nobody will deny the transmission of red hair 
to an offspring. Nor can any one deny that 
the red-haired group in addition to inheriting an 
abnormal pigment, have also inherited a marked 
“Inferiority Complex” or “Anlage,” because of 
that pigment. Red haired individuals as a 
group show a marked spur from the normal, to 
the left of the line, physically, mentally, ete. 
“Anlages” towards the intestinal tract are numer- 
ous, such individuals for example, not only show 
a marked inclination towards colitis, but re-act 
upon their intestinal tract to every non-specific 
stimulus. An individual for example, with an 
intestinal “Anlage,” who develops a hyper-thy- 
roidism, will show in addition to an adenoma, 
an irritable bowel. And so without question, 
there exists an “Anlage” for the respiratory 
tract. Such individuals, when exposed to cold, 
wet, fatigue, toxins such as alcohol, etc., will de- 
velop a bronchitis, a pneumonia, a pulmonary 
tuberculosis. It is an interesting even though a 
bit fantastic theory which may as well be added 
to the long list already extant. 

Now that I am almost through, I shall 
take up the title of my subject, “My Impressions 
of the Tuberculosis Situation.” My first impres- 
sion in the retrospect is that Europe, like 
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America, is fighting the same fight, using prac- 
tically the same weapons, and that we all are ar- 
riving at our objective. Even the pessimist must 
grant that the tuberculosis situation today is 
hopeful. It is only during the past decade that 
we have come to realize the important role the 
primary infection plays in the entire story of 
tuberculosis, and we are not fully appreciative 
even yet. To understand that the primary com- 
plex is the precursor of adult pulmonary tuber- 
culosis, is not enough. To realize that the very 
(rganism which does its destructive work in the 
adult apex, has lain dormant, encapsulated in 
the individual’s lymph gland since childhood, is 
startling, but also is not comprehensive enough. 
Unless we see in every child a possible harborer 
of the tubercle bacillus, a potential consumptive, 
and with that thought in mind, guard him and 
observe him through the early years, well beyond 
puberty, we have not understood. The entire 
problem of tuberculosis begins with earliest in- 
faney—yes, precedes it. It begins with the dis- 
couraging of frank consumptives to marry. The 
removal of infants from contacts, a fairly recent 
objective, is a tremendous step forward. The 
careful management of nutrition in infants and 
young children is of paramount importance, and 
has been brought to a high plane in the past few 
years. The Chicago Tuberculosis Society advo- 
cates “An Annual Physical Examination.” We 
ewe our children one semi-annually. The open- 
air schools have been an agent whose power and 
force we cannot evaluate. In a word, by elevat- 
ing the health of our juveniles and building ro- 
bust bodies, we annihilate puberty tuberculosis. 
The entire question of tuberculosis resolves it- 
self about prophylaxis, not only against the pri- 
mary infection which seems to hold the center 
cf the stage today, but against the metastatic 
process at puberty as well. 

Let us take up very briefly the subject of pu- 
berty tuberculosis. We have proof enough to 
warrant the belief that at that period of life 
which marks the step from childhood into young 
adolescent life, roughly from the age of fifteen 
to twenty, the second act in this drama takes 
place. A quiescent and in most instances a com- 
pletely healed basal infection is awakened, and 
in possibly fifty per cent. of all of us, an apical 
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affair is begun. Fortunately in most of us, just 
as in our primary infection, this second invasion 
is kept within bounds. So well controlled in 
fact, that we handle it without any outward 
manifestations. The tubercle bacillus migrates 
from base to apex and produces its typical path- 
clogy as evidenced at autopsy, a healed tubercle, 
yet, clinically, there has been little or no evi- 
dence. The minority who break down with an 
active pulmonary tuberculosis, again hurl at us 
the challenge, “Why”? And our answer just as 
in the primary invasion is theoretical, ambigu- 
ous, indefinite, “Lack of Immunity.” Certainly 
“Anlage” is not in itself satisfying. 

There are certain predisposing and activating 
agents which stand out, and should focus our 
especial attention. In the first place, in this 
most critical age of a patient, it is desirable that 
his general health be maintained at its highest 
peak. Body weight, nutritional balance, and vi- 
tal capacity should be kept surcharged to meet 
the exacting demand. Any influence tending to 
vitiate them, is a menace. Protracted loss of 
sleep, plus the undermining influence of insuffi- 
cient fresh air and sunshine, is a real destruc- 
tive force. The unhealthy reaction of our adol- 


escent youth to the unpopular legislation as 
embodied in the 18th amendment, is a serious 
activating agent. Surely the widespread use and 
abuse of alcohol by the young is a menace of the 
last decade, and is responsible for the origin of 
an appreciable percentage of reactivation. I am 
confident it is a greater menace than venereal 


disease and excessive venery. Its influence is 
more widespread and comprehensive and withal 
more devastating. 

Of the various diseases, infectious and other- 
wise, which deserve a prominent place as acti- 
vating factors, I shall say very little. However, 
I call your attention to the fact that medical 
texts, even the more recent, error in my estima- 
tion in the importance placed on several of them. 
It would be difficult to find a text in which 
measles is not singled out and given considerable 
prominence as an activating force. That this 
disease plays a role in juvenile tuberculosis, I 
may grudgingly grant, but as an reactivating 
agent in adolescent tuberculosis, I cannot admit. 

In 1918 it was my good fortune to have the 
opportunity of doing a bit of work. in this re- 
spect, While in the service of the U. 8. Army, 
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and incidentally working under the direction of 
Dr. Clarence Wheaton, I was enabled to observe 
closely 596 cases of measles in soldiers. These 
men were unusually closely checked. They were 
all subjected to a chest examination two weeks 
prior to their measles infection, again two weeks 
after convalescence, and finally six weeks later. 
Out of this very appreciable series of almost six 
hundred cases, only one showed evidence of re- 
activation directly attributable to measles. 

In contra-distinction to measles, I am con- 
vinced influenza is very much underestimated as 
regards its importance as a predisposing or acti- 
vating agent. In many texts it is given only a 
passing mention. By most men, even those like 
ourselves who have considerable to do with tuber- 
culosis, it is taken too lightly. I was able in 
1919 to study thirty cases of quiescent and 
healed pulmonary tuberculosis over a protracted 
period. None of these individuals prior to their 
subsequent influenza infection, showed any signs 
of activity on repeated examinations. Following 
influenza, thirteen or approximately forty per 
cent. of them became re-activated. I believe it 
in order, and I make it a point to re-examine 
every influenza patient three months and six 
months after their infection. There are other 
diseases which I should like to mention, but time 
will not permit. 

In conclusion, I wish to say, that I appreciate 
fully that this paper has been what I threatened 
it would be, a litany of questions devoid possibly 
of even a single dogmatic fact. Europe, even as 
America, is fighting a valiant fight against tu- 
berculosis, and is making tremendous headway. 
It is not the dream of a visionary to anticipate 
its ultimate eradication. To arrive at this mil- 
lennium, however, I should consider the following 
as essential : 

1. Prohibition of the frankly tuberculosis to 
marry. 

2. Removal of infants and children from con- 
tacts as early and thoroughly as possible. 

3. Elevation and maintenance of general 
bodily vigor and vital capacity, particularly in 
childhood and at puberty. 

4. The institution of a rigorous prophylactic 
campaign against puberty tuberculosis, that is, 
an intensive inquiry as to the agent or agents Tre- 
sponsible for the re-lighting of an apical focus. 

122 S. Michigan Ave. 
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SYMPOSIUM ON THE COLON—MEDICAL 
VIEWPOINT °* ---m + 


A. A. GotpsmiTH, M. D., 
CHICAGO. 


Not infrequently a patient is operated upon 
for gall bladder disease or for chronic appendi- 
citis and the symptoms continue after the lap- 
arotomy and this often in spite of the fact that a 
pathological gall bladder or a diseased appendix 
has been removed. From this we can assume 
that there is something else behind the surgical 
picture; this is often perhaps the colon. 

I. Boas and others believe that at least 30% 
of patients operated on for chronic appendicitis 
have the same symptoms afterwards as before. 

During the current year the members of this 
Society have had the pleasure of listening to 
two excellent papers on diseases of the colon, the 
one dealing with non-ulcerative and the other 
with ulcerative colitis. It would seem wise there- 
fore, in this brief presentation to confine the re- 
marks not to any one particular disease, but 
rather touch upon the high points of several of 
them. 

In non-ulcerative conditions of the large 
lowel, we have a constantly varying clinical pic- 
ture starting at the one end with simple consti- 
pation (or perhaps merely stagnation in spite of 
the daily bowel movement) and at the other 
end a marked spasm of part or all of the colon 
with or without a secretion of an abnormal 
amount of mucus. There seems to be no sharp 
line between the various stages of the clinical 
picture. Nervous symptoms are apt to come in 
or even to dominate the syndrome. The mani- 
festations of the nervous system may be due in 


part to toxemia although we must remember that 


some of the most intense cases of eonstipation, 
suffer from no appreciable intoxication. On the 
other hand, many of these patients do complain 
of unmistakable symptoms of poisoning, such as 
burning in the eye-balls, general depression and 
perhaps headaches. I have in mind one patient 
in particular who has a stool essentially gram 
liegative, with some mucus. Occasionally she 
will suffer exacerbations with slight fever and 
some looseness in the bowel along with a feeling 
of depression and other evidences of intoxication. 
Before listening to this you will have heard a 
paper concerning the bacteriology of colon 
trouble and it would be out of place to go into 
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this subject to any great extent, but the writer 
wishes merely to bring out one or two points. 

The majority of my patients are suffering 
from gastro-intestinal symptoms; and examina- 
tion of the stools of these is therefore made as 
routine. This includes a gram stain and fre- 
quently a culture on milk for the gas bacillus. 
When the colon is normal we usually find the 
gram negative and the gram positive flora about 
equally divided. When the patient has no symp- 
toms referable to the colon, the type of flora is 
put on record and then, even though it be ab- 
normal, disregarded. There are a certain num- 
ber of patients with evidence of distress includ- 
ing perhaps toxemia with the stools showing 
largely a gram negative condition and later when 
improvement occurs, we find fewer of the gram 
negative and more of the gram positive. In the 
patient quoted above, we have been able to raise 
her gram positive flora up to about 25 to 30% 
and going hand in hand with this bacteriological 
change is improvement in the symptoms. Vice 
versa with a change of the bacteria to the nega- 
tive side, there is more evidence of toxemia as 
well as evidence of distress in a mechanical way. 

The writer cannot boast of having been able to 
change the colonic flora to so great an extent as 
has been reported by some writers. The usual 
methods have been employed; that is, acidophi- 
lus milk of various brands, feeding of various 
sugars, as well as administering the chocolate- 
coated culture cubes furnished by a well known 
pharmaceutical firm. Strange as it may seem, 
some patients feel much better on this latter 
method of implantation than on any other. It 
should be added that the writer never employed 
direct implantation per rectum. 

Kendall is quite convinced that the gas ba- 
cillus of Welch often has pathogenic significance. 
Individuals harboring this parasite are said to 
suffer from abdominal distension and perhaps 
some evidence of toxemia. There seems to be no 
question that this organism may at times pro- 
duce symptoms which are relieved by instituting 
2 low carbohydrate menu, as suggested by Ken- 
dall. One difficulty in determining the path- 
ogenicity of the bacterium is that it is part of 
the normal intestinal flora; therefore even 
though they are found on culture this does not 
prove that they are causing trouble. 

There is no essential difference between the 
treatment of spastic constipation and that of the 
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ordinary atonic variety. The aim.in all these 
conditions is to get away from all cathartics and 
to have regular bowel movements without the aid 
of irritants. 

The diet is probably of greatest importance. 
Many individuals tend to constipation because 
the diet has not been of the proper type. Al- 
though our aim is to furnish a coarse diet in- 
cluding the vegetables with much residue, coarse 
grains, etc., many patients do not tolerate this 
regime at the onset. 

It may be necessary, in case the colon is quite 
spastic, because of irritating cathartics or other 
reasons, to have him first take a more or less 
bland diet and it may even be necessary to go 
to the extreme of furnishing a menu suitable to 
cases of diarrhea. As is so well known, the stoc! 
of constipation is scanty and the problem is to 
make it more bulky. This is usually accom- 
plished by administering some lubricating ma- 
terial such as liquid paraffin, or some material 
such as agar or Psylla, either of which has the 
property of not being digested but of absorbing 
water, thereby adding bulk and moisture to the 
intestinal content. Then we have on the mar- 
ket, preparations in which the mineral oil is 
emulsified by means of a small amount of agar. 
In theory, one could not expect the oil and the 
agar to be of any value when used in combina- 
tion because they have a different manner of 
working. There is a possibility however (as 
claimed by the manufacturers), that the combi- 
nation may be of assistance in allowing the oil, 
because of its being emulsified, to be more inti- 
mately mixed with the feces. 

The claim is made also that there is less dan- 
ger from leakage. These contentions seem to 
have foundation. 

Enemas of oil are of great value in some cases. 
They are given at bedtime and retained over 
night, and not alone do they have a soothing 
effect on the lower colon but also aid in evacua- 
tion the next day. Olive oil has been used for 
this purpose and more recently a less expensive 
kitchen oil such as Mazola has been found 
equally valuable. Cocoa butter seems to have a 
greater soothing effect than the others and is 
especially to be recommended in case there is 
marked spasm accompanied by pain. 

Along with the above treatment some anti- 
spasmodic such as belladonna seems to have 
. value. The writer has been in the habit of using 
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1g grain evtract tablets, giving all the way from 
four to twelVe a day, depending on the tolerance 
of the patient. Obviously, this drug has no 
value in ordinary cases of atonic constipation 
and is merely to be used in those patients in 
whom we believe that a spasm exists, 

In the treatment of constipation and perhaps 
other forms of colon disturbance, the medical 
profession has neglected some of the physical 
aids that are more or less valuable. In those 
leading a sedentary occupation, and especially 
if the abdominal muscles are poorly developed, 
something may be accomplished by some form of 
active exercise. This may be in the form of golf, 
rowing, horse-back riding, or, in those who are 
less fortunate, daily exercise at home. The 
writer is not convinced about the value of elec- 
tricity, although it is known that the sinusoidal 
current is being used with possibly some results. 
The psychic side of the treatment must not be 
overlooked, as we all know the mental attitude 
of many of these patients who are having abdo- 
minal pains, perhaps distension and the passage 
of mucus. 

In treating Ulceration of the Colon except in 
that variety due to amoebae, the problem is much 
more complicated. The treatment of amebic 
dysentery has been mentioned in a previous 
paper before this Society. This disease requires 


prolonged treatment and the use of several 
drugs, as it has a marked tendency to relapse. 


In the paper referred to, Emetin was mentioned, 
and something was said about its dangers. Also 
stovarsol was given a definite place. Here again 
one must have in mind the danger of the drug, 
because arsenical poisoning is not rare. Chap- 
paro amargosa seems to be entirely harmless and 
has considerable value. At least in the temper- 
ate zone, most of the writers have paid no atten- 
tion to bismuth subnitrate, a drug found ef great 
value in the hands of W. E. Deeks in Panama. 
He advises the use of the drug in doses of 180 
grains (a heaping teaspoonful) every three hours 
night and day in severe cases. The writer has 
had very little experience with this but in at 
least one case has obtained what seems to have 
been a good result after the failure of other 
drugs. 

As is now well known, at the Mayo Clinic, Bar- 
gen isolated in cases of so-called “non-specific” 
ulcerative colitis, a diplococcus, with which he 
was able to produce the same lesion in laboratory 
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animals and then recover the same organism. In 
the reports of this worker it would seem that the 
cause has been found, and yet some other work- 
ers are not able to verify this. From the reports 
furnished, treatment by means of vaccine from 
this organism seems to be of value. The treat- 
ment of this disease has been particularly unsat- 
isfactory in the past although sporadic reports 
of therapeutic relief by means of various treat- 
ments crop up from time to time. Crohn and 
Rosenberg reported excellent results following 
the use of neutral acriflavin in a series of cases. 
Although the writer went so far as to obtain 
from New York this same brand of dye as was 
used by the New York workers, similar results 
were not obtained. 

In spite of the excellent results obtained at the 
Mayo Clinic and with due regards to such relief 
as may be obtained from various drugs, this dis- 
ease must still be considered as one that can be 
influenced with great difficulty and that it must 
occasionally pass into the hands of the surgeon. 

Considering other forms of ulceration of the 
bowel, tuberculosis must be considered. This 
rarely occurs except as a complication of the 
pulmonary disease. In the majority of cases of 
tuberculosis coming to autopsy, ulceration of the 
colon is found. As shown by Cabot many years 
ago the presence of diarrhea is not characteristic 
of this disease. He pointed out that many cases 
of pulmonary tuberculosis, without the presence 
of ulceration of the colon, suffered from in- 
creased frequency of bowel movement. On the 
other hand, many of the patients who actually 
have ulceration of the colon do not suffer from 
diarrhea. From this it will be judged that this 
disease is not of great importance. Inasmuch as 
it is always a part of the pulmonary condition, 
the latter dominates the picture. 

Before concluding a few words should be de- 
voted to diverticula of the colon. This is not a 
rare condition and is picked up now and then 
by the roentgenologists, although there is no defi- 
vite symptomatology. However, when one of 
these diverticula becomes inflamed (diverticu- 


litis) there is a more definite clinical manifesta-’ 


tion. This brings about a tumor mass usually in 
the region of the left lower quadrant and may 
resemble clinically as well as grossly at operation 
4 carcinoma of the sigmoid. The x-ray findings 
are said to be characteristic in that one is able 
to see spike-like processes sticking out at various 


angles from the lumen of the bowel. Treatment 
of this latter condition is entirely surgical, 
whereas, in the ordinary diverticulosis, these pa- 
tients are helped by the usual colon manage- 
ment (lubrication, etc.). 





ARGYRIA 
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Associate Attending Dermatologist, Mt. Sinai Hospital, 
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According to Myers, “Argyria,” or Argyrism, 
or Argyrosis, is the term applied to a pigmenta- 
tion of the skin which sometimes follows con- 
tinued or prolonged administrations of silver or 
silver salts, due to an absorption and ultimate 
disposition of silver or a silver compound in the 
tissues and cutaneous surfaces. The discolora- 
tion may even be extended to other surfaces, 
such as the conjunctiva, the buccal mucous 
membranes, and the urethral tract. 

While argyria was at one time a very com- 
mon form of intoxication following the use of 
silver nitrate or other silver preparations, it is, 
at present, extremely rare in spite of the extend- 
ed applications of silver compounds in therapeu- 
tics, . 

Silver nitrate held sway many years ago as a 
specific in the treatment of epilepsy, then tabes 
and finally gastric ulcer, and, although there 
were a large number of cases of argyria reported, 
there undoubtedly were many times as many 
cases not reported or at least they do not appear 
in the literature. 

The first case of argyria was reported by An- 
gelus Sala in 1647, using silver nitrate inter- 
nally in the treatment of epilepsy. The second 
case of argyria was seen in 1791 by Schwedi- 
nauer and reported by Fourcroy. Early in the 
nineteenth century, on account of the extensive 
use of silver in the treatment of epilepsy and 
tabes, many cases were reported and it would not 
be surprising to find many cases at the present 
time in instances where the old form remedies 
are still in use. 

Myers divides argyria into two main groups, 
which he calls “generalized” and “localized” pig- 


*From the Mt. Sinai Hospital Dispensary, Chicago. 
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mentation. The generalized group will always 
have its pigmentation produced as a result of in- 
ternal medication and absorption in which the 
blood is involved; while the localized group is 
composed of metal workers, and patients who re 
ceive local applications of the silver salts on the 
buccal, urethral and conjunctival mucous mem- 
branes. In local argyria the silver agent pen- 
etrates directly into the skin or by way of the 
mucous membrane, and the discoloration is lim- 
ited to the place of application. 

Kimball summarizes the pathology of argyria 
as follows: 

“The discoloration of the skin is produced by 
an impregnation of the underlying tissues with 
very fine silver deposit lying underneath it, in 
the derma, in the connective tissue, about the 
hair follicles and the sebaceous glands, around 
the smooth muscle fibres, around the media of 
the medium-sized arteries and veins, and in the 
adventitia of the smallest vessels. A very im- 
portant feature of the localization of these de- 
posits is their attraction to the elastic substance 
of the connective tissue, the non-elastic sub- 
stance being almost completely free from the 
deposition of silver.” 

Kimball further states that the silver deposits 
are abundant in the walls of the finer branches 
of the portal vein and of the small veins of the 
liver, in the walls of the small vessels of the 
spleen, and in the glomeruli of the kidney. 

In the blood there is a definite stippling of 
the red blood corpuscles as in lead and bismuth 
poisoning, and a marked anemia is also frequent- 
ly associated with the silver poisoning. He calls 
attention to the fact that physicians know the 
difficulties in the treatment of metallic poison- 
ing, and should, therefore, use extreme caution 
in the employment of silver in internal medica- 
tion or as an external application. 

Myers refers to the statements of different 
observers as to the smallest quantity of silver 
preparation that will produce a generalized ar- 


gyria. One writer reported 15 grains of silver 


nitrate as the smallest quantity on record; an- ° 


other gave 34.032 gr. of silver nitrate as the 
amount under his observation; another described 
a case after 4 to 6.5 grams of silver nitrate. 
Davis, discussing argyria, refers to the fact 
that Myers was able to collect in 1923, forty- 


four cases of generalized argyria, all of the 
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early cases having resulted from the use of in- 
organic silver salts, there having been not a few 
cases of localized argyria in ophthalmology. 

But only three cases of generalized argyria are 
reported in the literature as resulting from the 
use of organic silver salts. One writer reported 
« case following the ingestion of collargo! for 
a gastro-intestinal disturbance; another was due 
to intensive collargol treatment for biliary dis- 
ease over a period of one month; and the third 
followed the local use of argyrol in the throat 
twice daily for a year. 

Davis further says that the trenkindlat of the 
condition is very unsatisfactory; that the pro- 
phylaxis is better by warning people against 
the indiscriminate use of silver salts, as the silver 
once deposited in the tissues is difficult to dis- 
lodge. 

Case Report. History: Mrs. A. M., aged 33 
years, wished to have an examination of her chest 
niade on account of constant pains in substernal 
region. On being questioned she gave a history of 
pain in epigastrium for about five years, associated 
with nausea and vomiting and loss of weight. 
Further inquiry brought out the fact that she had 
been under a physician’s care who prescribed a cap- 
sule containing Bismuth subgallate Gr. V, argyrol 
Gr. V, and codein Gr. %, which she had been 
taking four times a day for the past five years. 

Physical findings: Diffuse, generalized blue gray 


pigmentation of skin of face, body and extremities. 
Metallic deposit was present on the gums at the 
margin of the teeth. Heart and lungs were found 
There was some tenderness in the 
Blood pres- 


to be negative. 
right epigastric region of the abdomen. 
sure was systolic 104, diastolic 70. 


Cytological Blood Report: 


OCTET Oe Te re rere 
ROIUER~< "russes e465; 0:3:4r0 Tw osraiy 5:69:46 bala Kbinca’y ab bidin bk ORE 
ee re Te Ce er rey 7 
Neutrophiles 
Eosinophiles 
ESS RC rege ae i Aree 
Transitionals 
Sm._ Lymphs 
L. Lymphs .. 
L. Mono ..... 
Basal Stippling 


Blood Chemistry Examination: 
Eee ee eee Oe er ree 





TE RURNAA TOMROONR oC sc osced chau occa sone act's 734.61 
Ree MUNIN, 00s us 90.0 nn mania Oaciveieeauibe sere vealews ee 26.16 


PURINE SE NNNNE) (355 Sodccccvesseeabasearsseweses 


Albumin 
Globulin 





Fluoroscopically: The excursion of the left dia- 
phragm is normal; right one is apparently limited, 
especially at the cardiophrenic angle. Stomach is 
moderately low in position, fairly regular in out- 
line, freely moveable and peristalsis was within 
normal limits. A good gastric-wall was seen as 
well as a fairly good pyloric sphincter that filled 
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well and emptied in usual time and was neither 
spastic nor tender. An enormously dilated duodenal 
cap was seen that was not emptied throughout the 
entire examination nor could it be emptied without 
palpation. There is a definite irregularity on the 
lesser curvature side of the posterior wall that was 
constantly present. However, it does not have 
the usual appearance of a lesion but suggests path- 
ology outside the duodenal tract which may be a 
factor in the delay in emptying the first part of 
the duodenum. 

X-Ray: Films confirm the fluoroscopic report 
and show a much dilated cap which is considerably 
compressed. Six hour observation shows the barium 
to be in the terminal ileum and a little in the cecum. 
This is probably a little more rapid than usual. 
Twenty-four hour observation shows the barium 
to be in the transverse colon, descending colon and 
a little in the sigmoid. ‘The cecum is apparently 
empty. This shows rather rapid progress through 
the first part of the tract and suggests a possibility 
of trouble in the right lower quadrant. 

On communicating with her physician, he gave 
the following information: 

“T have seen this woman at infrequent intervals 
for some years and administered the silver per 
mouth in combination with bismuth subgallate and 
a small amount of codein so as to prevent her 
having the prescription refilled. Whether some un- 
scrupulous pharmacist has done this, of course, I 
do not know. It is the only combination I ever 
found that relieved the gastric pain from which she 
suffers, especially after some alcoholic excess. This 
woman is a drug addict and for many years has 
taken large quantities of morphine. I attribute the 
absorption to the habitual constipation from which 
she suffers as the argyrol is eliminated by the in- 
testinal tract and if the fecal circulation is O. K., 
I would never anticipate trouble. Although I have 
used this silver salt per mouth extensively for some 
years, this is the first case I have ever seen where 
there was a systemic absorption.” 


Comment: 

Argyria due to the ingestion of argyrol, under 
the circumstances here detailed, is of rare oc- 
currence, this being the only case of its kind re- 
ported in the literature. 

The treatment of the condition is most un- 
satisfactory, but the prophylaxis is better by 
warning people against the indiscriminate use 
of silver salts, as the silver once deposited in the 
tissues is difficult to dislodge. 
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CUTANEOUS PLASTICS: THEIR SCIEN- 
TIFIC BASIS 
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I believe it may be said without fear of con- 
tradiction that cutaneous plastic surgery, or skin 
grafting, has not received the amount of recog- 
nition from surgeons that recent advances in this | 
art and its importance deserve. 

Cutaneous plastics are most frequently indi- 
cated in cases of ugly scars following burns by 
fire or chemicals, and in defects following in- 
juries or surgical operations. In a lesser degree 
this form of surgery may be used in connection 
with corrective procedures, to remedy congenital 
or acquired defects or malformations such, for 
example, as the “saddle nose” or the excessively 
humped nose. Cases of this type undoubtedly 
warrant cosmetic surgery. 

Although free skin-grafting was known and 
practiced more than 2000 years ago, it is only 
within the last fifty years or so that it has been 
elevated to regular surgical practice. Reverdin’, 
in 1869, introduced the method of transplant- 
ing small pieces of cuticle or cutis on fresh or 
granulating wounds, and showed that such grafts 
survive and become united with the underlying 
tissues. In 1886 Thiersch? introduced the use 
of large epidermal grafts and both the Reverdin 
and the Thiersch methods are still in use. 

The material for skin grafts may be obtained 
from the patient himself, in which case the graft 
is termed an autograft, or it may be taken from 
some other person, and then it is termed iso- 
graft. Skin grafts obtained from sources other 
than the human species, zoo-grafts, have been 
cnly rarely employed. Auto-grafts are prefer- 
able because it has been found that they are more 
likely to “take” than iso-grafts. 

A scientific reason has been found however, 
which renders the use of iso-grafts much more 
general. I refer to the discovery that blood rela- 
tionship governs skin-grafting just as it governs 
blood transfusion. Davis* suggested this blood 
grouping in 1916. Masson* in 1918 reported 
that it was then in actual use at the Mayo Clinic. 
Shawan’, however, in 1919, was the first to make 
a routine report in connection with some war in- 
jury cases. His clinical results in skin grafting, 
made on the basis of blood affinity, proved that 
the best results were obtained with auto-grafts 
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hut that thev were nearly equalled by iso-grafts, 
taken from donors of the same group. Incom- 


patible grafts would degenerate and would not 


“take.” If such a graft does “take” it probably 
nieans that the laboratory tests for compatibil- 
ity grouping were erroneous. 

I have mentioned that the Reverdin and 
Thiersch grafts, both of which are free grafts, 
are used for superficial defects. The objections 
to the large Thiersch graft are that a part of it 
may become necrotic and perish, and that it is 
subject to a considerable amount of contraction. 

The Wolfe and Wolfe-Krause grafts, which in- 
ciude the whole thickness of the skin, are used 
especially for deep tissue defects. They are to 
be preferred to all free grafts. 

Under the most favorable conditions and with 
the usual technic full thickness grafts have 
shown favorable results in only 40 to 50 per cent 
of all cases. A large amount of study and ex- 
yerience with free skin grafts have shown that 
success in this form of grafting depends upon 
four cardinal principles. These I have embodied 
in my technic and when meticulously carried out 
they enable me to obtain a considerably larger 
percentage of successful cases. My technic, gov- 
erned by principles differing in some respects 
from current practice may be described as fol- 
lows: 

1. The graft cut exactly to size. 

2. The grafts accurately adapted to size of 
wound, 

3. Even pressure maintained at thirty milli- 
meters of mercury on the manometer must be 
applied over graft and edge of wound of the 
recipient. 

4. Immobilization. 

Regarding the first principle I would say that 
it has been the practice of many to cut the graft, 
say, one-third larger than the defect. There is 
always some contraction immediately after the 
ablation of the skin, so that when the graft is 
cut exactly to the size of the defect, it will be 
probably about one-third smaller in adults and 
about one-half as large in children, but by care- 
ful approximation the graft can be brought back 
to its normal tension and size. Neuhof* has 
shown that there is a fibrinous exudate from the 
freshened wound surface within a few hours 
afier transplantation which fixes the graft in 


place. This fixation seems to me to be aided 
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by having the graft at normal tension. The sur- 
face should be dry or satisfactorily granulated. 

Second, the edges of the graft should be care- 
fully adapted to the wound of the recipient by 
fine horsehair mattress and single interrupted 
sutures. The sutures should be removed in four 
days; followed by tension support for ten to 
fourteen days, as it requires this period for the 
scar edge to becomes organized. Although some 
very fine linear cicatrization cannot always be 
avoided, it may be rendered almost invisible by 
proper technic and judicious instrumentation. 

Third, keeping a graft under an even, steady 
:ressure is perhaps the most important condi- 
tion for a successful “take.” During the first 
twenty-four hours of the existence of the graft it 
is entirely nourished by lymph, and as is well 
known, lymph is abundant in the presence of 
venous stasis. A thin layer of gauze and cotton 
should cover the grafted area, over which an 
inflatable rubber bag is placed. This bag is con- 
nected to a tube which is attached to a sphygmo- 
manometer kept at 30 mm. pressure. It is in- 
spected twice daily and if the pressure falls it is 
again raised to the required level. This pressure, 
which is applied for four or five days, also pre- 
vents the collection of serum or the formation 
of a blood clot at the base of the graft, both of 
which may be destructive of results. Capillary 
pressure from the contiguous areas may lead to 
undesirable exudates if there be no local counter- 
pressure. Experiments by Ferris Smith have 
shown that when pressure lower than 20 mm., 
or higher than 60 mm. was employed the results 
were in no case as good as those obtained with 
30 mm. pressure, which may be regarded as the 
optimum pressure. 

Carlson believes that only slight pressure on 
the grafts and greater pressure above would re- 
sult in more stasis, thereby more lymph. Such 
a method, even if it were scientifically the best, 
would probably be feasible on extremities but not 
very practical of the face. 

Immobilization of the grafted area is highly 
important, because there should be no movement 
or disturbance which would rupture the delicate 
net work of fine vessels in the vascularization of 
the graft by proliferation from the capillaries of 
the host. 

For marked facial defects, pedicled skin flaps 
are advisable. These can be cut from the scalp, 
forehead or neck. While these methods are 
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sound in principle there is a very strong objec- 
tion to it in that it remedies one defect by creat- 
ing another, and for this esthetic reason the In- 
dian method should be used only in cases where 
it is absolutely necessary, as in the reconstruc- 
tion of a complete nose. Such cases however are 
rare. The pedicled tube graft from the shoulder 
and arm is ideal for neck and face defects. In 
preparing a pedicled tube from the arm two par- 
allel incisions are made, the underlying tissues 
hetween them are lifted and the two edges are 
sutured together following repair of the surface 
wound. This prevents infection of the inner 
side of the graft. Anyone with experience in 
this work can tell at once on inspection of the 
tube whether its nourishment is satisfactory; if 
so and the defect to be covered is small and its 
surface ready, the distal end of the tube is sev- 
ered, the edge brought up to its site and sutured 
into place. The end of the tube must not be de- 
tached unless its circulation is satisfactorily es- 
tablished. As a rule it is best to allow the ped- 
icled tube to remain for at least ten days before 
one end is cut and attached to its ultimate site. 

I desire to draw attention to another fre- 
quently observed class of cases, the scars and 
other cutaneous defects resulting from the man- 
ipulations of quacks who pose as beauty special- 
ists. We are now living in an age when the pur- 
suit of personal physical beauty seems to have 
become an obsession with a large number of peo- 
ple, especially those of the female sex. The 
natural desire for beauty is said to be keenest 
where refinement is greatest, but it is more prob- 
able that the desire has been created and fostered 
by the alluring advertisement of the wily quack, 
who blandly asserts that beauty is a purchasable 
commodity which can be obtained almost as 
easily as a pound of sugar. The favorite meth- 
cds of these men consist of skin peelings pro- 
duced by caustics and escharotics, such as phenol, 
resorcin and salicylic acid, in tinting the skin 
with anilines, and in filling depressions with 
paraffin, a method which necessitates removal 
and subsequent skin grafting. 

In conclusion, I would say that the points 
touched upon in this paper, the blood compati- 
bility in skin grafts, the cutting of the graft to 
the exact size of the defect, its approximation 
under normal tension, the application of a steady 
optimum pressure, and finally immobilization, 
tepresent real advances in skin grafting which 
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raise this branch of surgery from an empirical 
to the scientific plane in which results can be 
prognosticated with some degree of certainty. 
The profession should know and appreciate that 
by these improvements skin grafting is no longer 
a chance method but one which promises, in well 
selected cases, reasonable success. 
Five South Wabash Avenue. 
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REPORT OF A CASE OF ADDISON’S 
DISEASE* 


ARTHUR M. Burzow, M. D. 
CHICAGO 


Looking back over the history of this case, it 
seems that each point at which it deviates from 
the normal has occurred in definite sequence and 
each related to the other. 

The first acquaintance with this man occurred 
two years ago. 

At that time he was about forty years of age, 
ruddy complexion, vigorous and active. He 
weighed 210 lbs., was not fat and worked as a 
blacksmith. Parents, both living and enjoying 
good health; a fairly large family of sisters and 
brothers, all rather large, robust and in good 
health. 

His wife had died two years previously of 
pulmonary tuberculosis. 

A year ago, he had what at that time appeared 
to be an acute arthritis of the right knee joint. 

The joint was very painful, very sensitive, 
swollen and there was evidence of fluid in the 
joint. 

When seen in November, 1926, he stated that 
the knee had recovered but motion was limited. 
This proved to be a tubercular infection. 

At this time, November, 1926, he was much 
concerned about a swelling on the front of the 
chest, to the left of the sternum over the lower 
costal cartilages. This swelling was a bluish” 
red in color, and fluctuated; not painful but 
slightly tender. Had been developing slowly 
over a period of weeks. It was evidently a tu- 
bercular abscess. 

Up to the time of this examination, the pa- 





 ®Read before the Irving Park Branch of Chicago Medical 
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tient had been at work daily. He found it more 
and more difficult to keep at it, owing to a con- 
stantly increasing weakness. 

He lost 60 lbs. in weight in five or six months 
and mentioned the fact that he had noticed an 
almost complete loss of appetite for nearly a 
year, and that more recently he had been 
troubled with frequent attacks of vomiting after 
taking food. 

His color, while lying in bed, was good. 

He did not have the appearance of a very 
sick man and the facts stated were brought out 
only by persistent questioning. 

It was noticed that any attempt to sit up or 
get out of bed was accompanied by a sudden 
pallor and a feeling of faintness and dizziness. 

His temperature was 99; pulse 90; blood pres- 
sure, systolic 90, diastolic 75. 

His chest gave no signs of abnormality. His 
heart tones were weak but no valvular lesions 
were found. 

Abdominal examination was negative as to 


findings. 
He was sent to the hospital with a provisional 
diagnosis of miliary tuberculosis and tubercular 


abscess of the chest. 

Urinalysis was negative. 

X-ray examination of chest was thought to 
confirm the diagnosis of miliary tuberculosis but 
not so clearly as to be convincing. 

One cartilage had the appearance of having 
been destroyed but this later was found to be 
due to calcification. 

Dr. Roberg examined the patient and con: 
curred in the absence of definite findings but 
pointed out the fact that the low blood pressure 
would indicate involvement of the adrenals. 

From that point the diagnosis was gradually 
arrived at. 

The function of the adrenal glands is not 
definitely known, the exact mode of action is 
still a subject for debate. 

It is known that the adrenals play a large 
part in blood pressure regulation. 

So much so, that it is said that extremes of 
blood pressure, high or low, point to adrenal 
disorder. 

The secretion likewise influences the tempera- 
ure, 

The entire muscular system depends for its 
efficiency or tone on the same organs. And, 
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possibly, all these effects may be due to its pro- 
found effect on metabolism. 

So, the absence of the adrenals or their de- 
struction whether by tuberculosis, cancer or 
otherwise, brings rather definite findings. 

Such findings as this patient exhibited. 

We tried to substitute adrenalin hypodermical- 
ly, but without results after the first attempt. 

His temperature varied between 98 and 99, 

His red blood count was 4,890,000. 

His hemoglobin remained near 90. 

Both are characteristics of Addison’s disease, 
The anemia is slight, if present at all. 

His white count was 13,700. 

His blood pressure gradually declined, until 
on Dec. 13, 1926, it was 80/65. 

Prostration and vomiting continued. 

He died December 20, 1926. 

There was missing in this case a symptom 
which was formerly considered absolutely char- 
acteristic; namely, the bronzing of the skin. 

More cases are being found, recently, in which 
the bronzing of the skin does not appear. 

The following is an autopsy and report by 
Dr. M. R. Broman. 

Autopsy held Dec. 20, 1926. 

Clinical diagnosis.. Tubercular abscess of chest 
wall. Tuberculosis of Adrenal Glands (Addison's 
Disease). 

The body is that of a white male, approximately 
160 cm. in length and weighing 150 Ibs. 

Skin is of a yellowish white color with no pig- 
mentation. 

There is moderate edema. 

The sclera are clear and pupils are dilated. 

There is a fluctuating swelling of sixth left rib at 
the sternal junction. 

Upon incising this area, a thin cream-like pus es- 
capes from an abscess 7x6 c.m. 

There is no destruction of costal cartilages but 
considerable calcification. 

Lungs are crepitant throughout. There are no 
areas of consolidation and no tubercles. 

There is a healed calcified area in the apex of the 
lower lobe of the left lung. Lungs have a feathery 
feel. 

Heart weighs 210 grams and is firm. Cut sur- 
faces reveal a dark brownish color, typical of 
“Brown Atrophy.” 

The valves reveal no gross abnormalities. The 
bowels are collapsed and upon incising there is n0 
pigmentation, and no ulceration. The spleen weighs 
208 grams. 

The liver tissue tears readily and lobules are in- 
distinct. 

The adrenal glands are enlarged, the left weigh- 
ing 37.5 grms. and the right 16 grms. 
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The glandular structure is practically entirely re- 
placed by a caseous material and the right gland 
contains a few tubercles. 

There is an inflammatory reaction in the peri ad- 
renal and peri renal tissue, so that the kidneys are 
dificult to remove from fatty capsule. 

The kidneys together weigh 360 grms. and there 
are two tubercles in the cortex of the right kidney. 

The cortical markings are indistinct. 

The prostate gland, testicles and seminal vessels 
reveal no gross abnormalities. 

The lower end of the right femur contains ero- 
sions along the articular surface and there is a thick 
gelatinous substance with numerous greyish flakes. 

Microscopic sections of adrenal tissue reveal a 
typical caseous tuberculosis with few areas contain- 
ing tuberculosis. 

Anatomic Diagnosis: 
lower end of the right femur. 

Bilateral caseous tuberculosis of the 
glands. 

(Addison’s disease). Tuberculous abscess of the 
left chest wall old healed calcified tuberculosis of 
left lung. 

Emaciation moderate. Brown atrophy of heart. 

Hyperplasia of spleen. Parenchymatous changes 
of liver and kidneys. Moderate amyloidosis of the 
spleen, liver and kidneys. Emphysema of the lungs. 


M. R. Broman. 


Chronic tuberculosis of the 


adrenal 





APPENDICITIS AND THE GENERAL 
PRACTITIONER. 


H. A. Fetts, M.D. 
MARION, ILL. 


Appendicitis is a disease which occupies the 
attention of the man in general practice more 
No at- 


and more as experience with it grows. 
tempt will be made here to discuss the disease in 
all its phases. I shall, however, call attention to 
a few points in the symptoms, pathology and 
treatment which, no doubt, are well known to all 
of you but which always bear repetition. 

The older men here remember quite well when 
appendicitis was unheard of. You had your 
typhlitis and perityphlitis and ascribed most of 
the pains in the lower right quadrant of the ab- 
domen to those causes. Some of the older sur- 
geons suspected the possibility of the appendix 
being at fault and as long ago as 1750 Mestevier 
of France reported a case of appendicitis with 
werforation. Other cases were reported at inter- 
‘als and in 1827 Melleir describes appendicitis in 
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“The Journal of Medicine, Surgery and Phar- 
macology.” In that article he said, “If it were 
possible to establish with certainty the diagnosis 
of the affection, we could see the possibility of 
curing the patient by operation. Perhaps some 
day we shall arrive at that result.” However, 
for half a century the profession held to the view 
that abscesses in the right ilioc fossa took origin 
from the cecum—hence the term “typhlitis.” 

The etiology of appendicitis is practically al- 
ways bacterial. Trauma, both external and in- 
ternal, may be a factor but it is rare. Age is of 
little moment. -It is rare in infancy and unusual 
in old age. Of the bacteria the B. coli and B. 
staphylococcus are the worst offenders. There 
may be a streptococcic infection of the appendix 
—usual termination in a fatal peritonitis. The 
pneumococcus, tubercle bacillus and actinomyces 
have been assigned as causes in appendicitis but 
are rare. 

The various pathological processes may in- 
volve one, two or all the coats of the appendix. 
The nature of the pathology is largely dependent 
on the nature of the infection, rapidity of onset 
and the ability of the patient to react to the 
infection. The mucosa of the appendix may be 
alone involved giving rise to a simple catarrhal 
appendicitis which may be without special symp- 
tems except very little tenderness. If the ca- 
tarrhal appendicitis does not recede but should 
continue there will be pressure atrophy of the 
mucous membrane with ulceration and suppura- 
tion. Even then there may be no perforation 
but an enlarged, swollen, red organ which may 
rupture. As tension within the appendix in- 
creases a point is reached when the walls give way 
and rupture occurs. 

Gangrene of the appendix may occur due to 
pressure of foreign bodies—as fecal concretions, 
o: from pressure of contained pus, or by infection 
of the walls. Gangrene may be an isolated local 
spot or it may involve the entire organ—with or 
without suppuration. If the inflammatory pro- 
cess within the appendix has not been too rapid 
the peritoneum will have walled off the entire 
region and the infection is confined to the vicin- 
ity of the appendix. There will be a circum- 
scribed abscess which can be evacuated without 
invading the abdominal cavity. 

If adhesions do not occur as the inflammatory 
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process is under way the infection is not confined 
to the region of the appendix but is liberated into 
the free peritoneal cavity and peritonitis is the 
result. Even if the infected material is liberated 
into the peritoneal cavity nature continues to try 
to localize the disease and we frequently have 
a local peritonitis. In those cases in which na- 
ture has been unable to stem the tide of the in- 
vading infection and a protecting barrier has 
not been thrown around the region of the cecum 
and appendix the entire peritoneal cavity is open 
to infection and a general peritonitis of greater 
or less degree is the result. 

This short discussion has had to do with acute 
appendicitis. Chronic appendicitis may be so in- 
sidious in its development that the patient may 
experience none of the symptoms of an acute at- 
tack. Both the insidious chronic and the relaps- 
ing cases lead to a proliferation of connective 
tissue causing the appendix to become indurated 
and in some cases to entirely obliterate the lumen 
of the appendix—the so-called appendicitis oblit- 
erans. In all cases of chronic appendicitis there 
are more or less adhesions binding the appendix 
down to surrounding tissues. 

The symptoms of appendicitis are too well 
known to take much time discussing them here. 
There is a sudden severe pain in the abdomen 
usually referred to the epigastrium, nausea and 
vomiting soon after onset of pain; general ab- 
dominal sensitiveness, centering over the appen- 
dix ; muscular rigidity ; elevation of temperature ; 
leucocytosis. 

The primary pain in cases where the appendix 
is free from adhesions is practically always re- 
ferred to the epigastrium. In those cases in which 
the appendix is embedded on the cecum, fixed to 
the parietal peritoneum or adherent in the pelvis 
the pain is usually at the site of the appendix. 
After the first thirty-six hours the pain is not 
colicky as in onset but of inflammatory type and 
is due to periappendicular involvement. Pain is 
elicited upon pressure over the appendix and in 
most cases, even in those in which it is doubtful 
if the cause of the pain is the appendix, pressure 
over the descending colon will produce pain in 
the region of the appendix. As a student I heard 
Dr. John B. Murphy say more than once that “in 
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cases causing abdominal pain in the right lower 
quadrant it is caused by appendicitis.” 

The pain may be referred elsewhere than in 
the epigastrium. I well remember a case in my 
own experience in which the initial pain was in 
the right shoulder. For several hours the cause 
of the pain was unknown. After six or eight 
hours the pain centered over the appendix and a 
positive diagnosis was made and operation done 
with complete recovery. There is often pain in 
the region of the gall bladder—sometimes very 
confusing. It may also be referred to the um- 
bilicus, rectum or chest. 

Nausea may be the first symptom the patient 
observes although it is usually later in the attack, 

The general abdominal tenderness is at first 
diffuse but within a few hours localizes over the 
appendix. The abdomen is soft on palpation 
unless the inflammation has invaded the perito- 
neum around the appendix. Then there is the 
so-called muscular defense in which the abdomen 
is resistent to palpation—-sometimes to the degree 
of board-like rigidity. 

There is a rise of temperature varying from 
99.5 to 104 or more. The temperature gives lit- 
tle information so far as diagnosis is concerned. 

The white blood count is a fairly accurate 
barometer of the severity of infection. In acute 
appendicitis the white count rises from the nor- 
mal 6,000—8,000 to 12,000—16,000 or more. In 
the normal blood count there are 60% to 70% 
of neutrophiles. In disease this percentage in- 
creases in proportion to the resistance of the pa- 
tient, virulence of the infection and the extent 
of infection. If in a rising white count the per- 
centage of neutrophiles increases the patient is 
not reacting favorably. 

The treatment of appendicitis has been dis- 
cussed often and there is yet room for argument. 
Warbasse, in the Surgical Treatment says that 
“while most cases (perhaps 75%) will recover 
without operation if left alone, in competent 
hands operation has so little hazard and the dan- 
gers of the disease are so great and its course 80 
uncertain, operation should be the rule.” 

The mortality following operation for appendi- 
citis is from 2 to 7 per cent, (Warbasse). In 
cases not operated on the mortality is from 2 
to 25 per cent. 
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EARLY MANIFESTATIONS OF MENTAL 
DISEASE AS OBSERVED BY THE 
GENERAL PRACTITIONER 


A. M. PEerersmN SAUNDERS, M.D., 
Illinois State Psychopatic Institute 
CHICAGO 


The public is beginning to realize that one of 
the greatest services the medical profession can 
render to the individual and to the state is the 
prevention of mental as well as bodily disease. 
It is no uncommon experience for the general 
practitioner to be called upon to pronounce judg- 
ment on the mental state of a patient. The im- 
portant thing is the recognition of early symp- 
toms of mental disorder or defect and proper 
treatment to check the full development of in- 
sanity if possible. 

From a legal standpoint only disorders of be- 
havior are considered in the diagnosis of insanity. 
If an individual is unable to take care of himself 
and to support himself and if he does not live up 
to the general expectations of society, in the 
absence of physical defects, he is considered in- 
sane. From a medical standpoint the diagnosis 
is much more complicated. In insanity from a 
medical point of view we ask the following ques- 
tions: What are normal and what are abnormal 
functions of the brain under the existing circum- 
stances? Where is the dividing line between 
both? What are the causes of the abnormality ? 
What can be done to remedy the condition ? 

This paper is written for the general practi- 
toner to give an outline of the most common 
manifestations of early insanity. We must there- 
fore first differentiate insanity from other mental 
aberrations as for instance feeblemindedness and 
psychopathy. 

Mental Defect or Feeblemindedness. There 
are three classes or mental defectives: the idiot, 
the imbecile and the moron. 

The lowest type is that of idiocy. An idiot is 
an individual with physical stigmata, who is un- 
able to take care of himself and who cannot learn 
anything. The idiots form the largest part of 
inmates in institutions for the feebleminded and 
have to be cared for from the first day of their 
lives until the last. All kinds of deformities can 
ve found from microcephalus, macrocephalus, 
cleft palate, blindness, to monstrosity. In the 
text class we find the imbecile. They make up a 
very large group of the feebleminded. Most auth- 
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ors define an imbecile as an individual who is able 
to take care of his own person but cannot learn 
anything but simple manual work. The higher 
grade imbeciles go to school, reaching the third 
and fourth grades and can be trained to do some 
kind of manual labor. They often become some 
of the best workers. After they have learned to 
do a certain thing they take great pleasure in do- 
ing just that kind of work for years. Many fac- 
tory workers, street sweepers, laundry and scrub 
women are high grade imbeciles. They are 
happy in that work and they fill a great need. 
Whenever they are drawn into complications, 
however, they become upset and need assistance. 
These persons are subject to periods of excite- 
ment, have little sense of responsibility and poor 
judgment. 

The highest grade of feebleminded individual 
is the moron. We do not have the same concep- 
tion of a moron as the newspaper reporter, who 
calls only sexual delinquents morons. Any moral 
delinquent can be grouped with the morons; 
thieves, burglars, sexual delinquents and for the 
most part the high grade, harmless mental de- 
fective. In proper surroundings their mental 
shortcomings may be hardly noticeable, some are 
even brilliant intellectually, but they have no 
keen conception of right and wrong. Many 
criminals belong to this class. 

Symptoms of Mental Defect in Infants. Con- 
vulsive states of very different etiology and of 
different prognostic importance are common in 
infancy and test severely the powers of the prac- 
titioner to differentiate one from the other. A 
convulsion may be due only to an error in diet, 
it may mark the beginning of an infectious dis- 
ease, it may be the preliminary to a long and seri- 
ous infection: encephalitis, which if resulting in 
recovery may leave the child an imbecile, hemi- 
plegic or epileptic. Repeated convulsions in 
themselves have a retarding influence upon 
mental development and in the early months of 
life are perhaps the most common symptom of a 
defective brain. 

At birth the infant exhibits only reflex move- 
ments because the motor tracts have not as yet 
become medullated. The suction reflex is the 
most important in the new born and its absence 
is always a disquieting symptom unless it is only 
partially or intermittently absent. If the taking 
of the breast appears to be a new experience to 
the infant each time, one may suspect a mental 








defect. At the end of the second month the nor- 
mal child will follow with his eyes a bright light 
in a dark room. An infant failing to do this is 
usually either blind or mentally deficient. At 
the end of six months babies should have the 
power to sit up and to grasp objects. Failure to 
coordinate its movements is likely to indicate 
mental backwardness. The increasing control 
over the facial muscles gives also an index to the 
mental development of the child. At first the 
smile is reflex and spastic, the lips are not under 
voluntary contrel and permit escape of saliva 
when the child bends forward. Failure to de- 
velop control over the facial muscles for a long 
time may be due to a birth injury of the cortex 
or to a congenital mental deficiency. In a normal 
infant we notice the persistent practice of 
enunciation and a gradually increasing number 
of sounds and the understanding of speech, as 
well as association of ideas with sound and sight. 
This is not found to a marked degree in the 
feebleminded. The physical examination in those 
cases will sometimes reveal evidence of abnormal- 
ity, as for instance microcephalus, macrocephalus, 
deformities of the palate and ears, retinal de- 
generation or evidence of cretinism. 

In childhood a differential diagnosis of neu- 
rotic conditions, hysteria or insanity can usually 
not be made. Excessive emotional reactions, ex- 
treme and persistent restlessness, day dreaming 
and shyness are symptoms of some mental reac- 
tion. It is difficult to state where the abnormality 
begins and the normality ceases. The person- 
ality of the child, its environment and training 
must be considered. In a general way it may be 
said that in mental disease there is a definite 
change in the personality of the child. In the 
neurotic there are indications that the individual 
always has been peculiar in some ways. The 
mental growth of children of school age can be 
ascertained by various tests of which the Stan- 
ford modification of the Binet-Simon test is the 
most commonly used. 

Neurosis and Psychopathy. The next division 
of. mental abnormality are the neuroses and the 
psychopathies. Among the neuroses we have 
neurasthenia, hysteria, anxiety and obsession neu- 
rosis. The term neurasthenia is so well known 
that it does not need any further explanation. 
We find excessive somatic complaints in that con- 
dition, without an adequate physical basis. In 
hysteria we have a large symptom complex and a 
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disproportionate reaction, as for instance: “A 
child bitten by a dog is apt to be afraid of dogs 
for some time but if that child carries an un- 
reasoning terror of anything with four legs on 
that account into adolescence, we realize that he 
is dominated by the past and we call him hys- 
terical.” In a general way we may say that we 
find excessive phobias, twilight states, stuporous 
conditions, mania, convulsions, paralysis and 
areas of local anesthesia in hysteria. This is not 
an uncommon condition and every physician in 
practice has met with some cases of that kind. 
Those patients are very suggestible and difficult 
tc handle. We must take into consideration the 
frequency of mental disease beginning with symp- 
toms of an ordinary neurosis. The differentiation 
then is often not possible until the psychosis fully 
develops. 

Among the psychopaths we have first the con- 
stitutional inferior type. In this class belong 
people with a marked inferiority complex, which 
is usually based upon a physical inferiority and 
a realization of such. They are unable to make 
headway in life. 

The second group of psychopaths are the 
peculiar personalities. In this class we find the 
cranks, hoboes, wanderers, squanderers. Many of 
them fill the poor house and are subject to 
charity. 

The last group of the psychopaths are the 
psychopathic personalities, with the more severe 
kind of mental aberration. They are subject to 
impulsive acts, and seem to have no definite aim 
in life. They are unable to get along with other 
people and may have very peculiar habits. These 
are on the border line of insanity and present 
some of the greatest problems to society. 

Insanity. So far we have discussed abnormal 
mental conditions that have existed throughout 
the life of the individual. In mental disease 
proper we must have a definite change in the per- 
sonality and a change in the reaction of the in- 
dividual to environment. This change in per- 
sonality often comes under the observation of a 
physician and is most important in the diagnosis 
of mental disease. 

Dementia Praecox, the most common mental 
disease, was formerly throught to have its be- 
ginning at the time of puberty or adolescence; 
there is much evidence now that the disease can 
begin in childhood and as late as the time of 


menopause. We find the first changes in de 
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mentia praecox in the emotions, while the in- 
tellect is affected much later and sometimes even 
in the late stages only moderately. There is a 
marked inconsistency in reaction to a stimulus. 
They may show no emotion under circumstances 
that would much upset normal individuals, and 
they may present unprovoked outbreaks of rage, 
fear or laughter. They may laugh heartily when 
talking about some misery or they may shed tears 
when someone -tells a funny story. Misfortune, 
disease and death of members of their family will 
produce no demonstration of sorrow. 

Dementia praecox may develop after prolonged 
stress, overwork, after a disappointment in ‘love, 
after child birth or after an infectious disease. 
It must not be forgotten however, that there is 
usually a hereditary predisposition in those cases. 
Some of these patients have been perfectly normal 
in childhood and youth, others always have been 
somewhat perculiar, shy and seclusive, they have 
spent much time in day dreaming. Their ideas 
have been bizarre, they seemed to ponder over 
deep questions in philosophy without expressing 
any rational ideas. 

The most common early changes in dementia 
praecox are given by the following two case his- 


tories : 

Case 1. A young woman who has been married 
about a year and had formerly been very neat about 
her person and a good housekeeper, seems to lose in- 
terest in her household, husband and baby. A visitor 
coming into her house will find her standing around or 
wandering about while the baby is crying and the 
dishes have been only partly washed. The house looks 
disorderly and the young woman herself has not even 
combed her hair and her dress has not been fastened 
right. The husband complains that when he comes 
home the baby has not been cared for, the supper is 
not ready and the house does not seem like home any 
more, He cannot give any reason for the change, nor 
will the wife be able to give a satisfactory explanation. 

Typical case 2. A boy, twenty-two years of age, has 
not been very bright in school, but managed to get 
along. He was a very sensitive, well meaning person, 
modest and tactful. He gradually became shiftless and 
changed his position repeatedly without any definite 
reason. He became unable to concentrate on one sub- 
ject. He started reading a piece in the newspaper but 
soon shifted to another subject. He did less and less 
work. His father, who believed that the boy should be 
punished, had terrible scenes with him, without result. 
The boy gave no reason for his laziness, considered 
the matter a joke and said that he knows all right what 
he is doing. Not until he attacked his sister without 
any provocation was the question of mental disease 
considered. Upon careful observation they noticed that 
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he stood behind the curtain near the window looking 
out frequently and mumbling to himself. He was be- 
ginning to show signs of fear and ideas of persecution. 

There is a great variety of symptoms in de- 
mentia praecox, but one can always find words 
and actions by the patient that do not fit in. 
They are bizarre, grotesque and inadequate. 

In manic depressive insanity we find either the 
manic or the depressed reactions. In melan- 
cholia, or the depressed phase of the disease we 
find a dullness of emotions with a general slow- 
ness. Good news as well as bad news are received 
with the same indifference, there is no real grief 
nor joy. Speech and motion are much retarded. 
Perception and orientation are normal but voli- 
tional attention is poor. This condition must be 
differentiated from encephalitis lethargica and 
early paralysis agitans. 

In the manic there is an excessive reaction of 
joy or grief. The patient can be moved to tears 
or laughter on slight provocation and which, 
although appropriate, is excessive in degree and 
startling in the rapidity with which it vanishes. 
He is over active and over talkative, never finish- 
ing a sentence and jumping to another subject. 
These cases are diagnosed with ease. 

Involution melancholia occurs in women after 
the menopause with agitation and restlessness 
and usually with ideas that they will never get 
well. They constantly complain and ery about 
their worthlessness or about the great wrong they 
have done. They do not see how people can bear 
to have them around, yet they will constantly fol- 
low up others and talk about their troubles. They 
think they have a bad odor about them, that they 
are rotting away inside and are mean. 

Toxic and infectious psychoses are mostly of 
the confused or lethargic types with delusions and 
hallucinosis. This can often not be distinguished 
from dementia praecox except that in the former 
cases there is a history of a previous infectious 
disease—notably childbed fever, or a history of 
exposure to poison, as for instance alcohol, mor- 
phine or lead. The patient gets well several 
months after the products of infection or toxin 
have been eliminated, while in dementia precox 
the physical improvement is not followed by a 
mental clearing up. ; 

General paralysis of the insane is not difficult 
to diagnose because the physical and laboratory 
findings are quite definite. The mental symp- 

toms are commonly those of expansive ideas of 
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excessive wealth, exalted positions, or of having 
an abnormally large number of children. 

Senile dementia is here omitted because its 
early diagnosis is of no therapeutic value. 

These are the most common mental diseases 
according to the classification by Kraeppelin, 
which is now used universally. Nothing has been 
offered quite so comprehensive and adequate as 
this classification. We must remember, however, 
that a classification should not be too rigidly ad- 
hered to. If a classification fits a case it is a 
good classification, but when a patient is to be 
fitted into a classification then it is a disadvan- 
tage. We should consider a patient with an open 
mind, especially as far as the course of the disease 
and prognosis are concerned. I have known 
cases to get well who were of a very poor prog- 
nosis as far as Kraeppelin’s classification is con- 
cerned and again I have seen cases become hope- 
less dements who came into a state hospital with 
a good prognosis. Our knowledge of the cause of 
mental diseases, the treatment and especially of 
the prognosis is still very limited. 





POST-OPERATIVE PULMONARY EMBOL- 
ISM, OR WHY PEOPLE DIE SUD- 


DENLY AFTER OPERATIONS 
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I have selected this subject because of a num- 
ber of such accidents that have befallen myself 
as well as a number of my friends and associates 
and because the literature seems to be very scarce 
upon the subject which I consider very important. 

From the fact that most surgeons write papers 
lauding their skill, but it is the end results that 
count and that the patient is most interested in. 
I have mentioned particularly in the title of this 
paper the pulmonary embolism because that rep- 
resents 90 per cent of the sudden deaths after 
operations, especially pelvic. It is a post-opera- 
tion complication of which all surgeons are 
familiar and though occurring in only a small 
number of operative cases the certainty with 
which death soon follows its unexpected and sud- 
den development, interrupting an otherwise un- 
eventful convalescence, establishes it as one of the 
most dreaded complications. 

Post-operative pulmonary embolism may be 
caused by a dislodged blood clot, the entrance of 
fat into the circulation, or a combination of both, 
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but only blood-clot embolism is considered in this 
paper. 

It is not the purpose here to add anything 
new in the way of diagnosis and treatment of 
such a familiar and rather hopeless condition, 
but to try to determine just what type of case 
and operation produce the most frequent occur- 
rence of such a fatal post-operative complication. 

Embolism has been recognized and studied from 
all angles since the year 1846. Virchow, working 
from 1846 to 1856, put the doctrine of embolism 
upon a sound basis. The next most important 
work upon this subject was carried out by Cohn 
and later by Cohnheim. The writing of Welch 
upon thrombosis and embolism is a classic. 

Symptoms and Diagnosis. Fortunately, since 
it is usually fatal, pulmonary embolism occurs in 
only a very small number of operative cases. It 
is a condition for which little can be done, when 
once the surgeon is sure of the diagnosis in cases 
that live for several hours, and most cases die 
within such a short time after the appearance of 
symptoms that the surgeon seldom reaches the 
bedside. The occurrence is probably more frequent 
than is generally thought, since many cases that 
complain of pain in the chest with comparatively 
no physical findings are mild pulmonary embolus. 
Such cases are often wrongly diagnosed pleurisy, 
myostis and bronchopneumonia and it is highly 
probable that many cases that are diagnosed 
bronchopneumonia are pulmonary embolism of 
moderate severity. 

Wyder, quoted by Ochsner and Schneider, thinks 
that atheroma of the coronary arteries may simul- 
ate pulmonary embolism, but there is usually the 
history of previous attacks. Schumacher, quoted 
by Ochsner and Schneider, thinks that sudden 
internal hemorrhage, also myocardial degeners- 
tion may produce a similar picture. In the series 
of cases reported here, the diagnosis has fre- 
quently been confused with myocardial degeners- 
tion and pulmonary embolism may produce very 
similar picture, but in cases which have had 4 
very thorough pre-operative examination with n0 
previous history of cardiac trouble, the diagnosis 
would be much more in favor of pulmonary ell: 
bolism. 

The usual picture of post-operative pulmonary 
embolism is a patient with an uneventful cot- 
valescence, usually somewhere within the firs 
or second week after operation, while engaged 
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in some form of physical exertion as walking 
about, taking a bath, or straining at stool, sud- 
denly feels faint and falls to the floor. They 
often complain of precordial pain, of a tightness 
through the chest, dyspnea is marked, respiration 
rapid and labored, with marked cyanosis. The 
pulse is rapid and of poor quality. Cold sweat 
often stands out on the face, which bears a very 
anxious expression. The extremities are cold 
and clammy. Death often follows within five 
to twenty minutes. 

Precordial pain, a pain through the chest, or 
a feeling of tightness through the chest is a 
fairly constant symptom. Sudden pain iri the 
chest occurred in a high percentage of the cases 
here, and could probably be found in a larger 
number, should the patient, being rational enough 
to answer intelligently, be questioned regard- 
ing it. 

The presence of noticeable varicosed veins, or 
a previously existing thrombophlebitis lends 
much weight to a diagnosis of pulmonary em- 
bolism. 


Prevention and Treatment. When once a pul- 


monary embolism has developed, even if there is 
enough time before death to do anything, the 
treatment is rather discouraging. This being 
true, the most of the surgeon’s attention should 
be given to measures which may prevent as far 
as possible, such a fatal complication. 

Conditions favoring the development of post- 
operative embolism may be grouped under two 
general heads: Faults in the patient and faults 
in the operative technique and post-operative 
care. Under the former head may be mentioned 
such conditions as anemia, microorganisms in 
the blood stream, and general physical conditions 
below par, excess of white blood cells and excess 
of calcium salts in the blood. 

Kretz was able to find some primary infectious 
focus in every case of fatal pulmonary embolism 
from primary thrombosis. In some cases the 
walls of the veins were inflamed, but in others 
the intravascular coagulation was due to infec- 
tious organisms in the blood. 

Gibson mentions infection from the intestinal 
canal, sepsis which may exist before operation 
and concentration of the blood as some of the 
predisposing causes of pulmonary embolism. 

lenormant, in 792 operations, reported pul- 
tonary embolism in 0.05 per cent. He ascribes 
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the thrombosis to infection not necessarily oc- 
curring during operation, but possibly due to 
- paralysis of some part of the digestive tract with 
absorption of septic matter. 

In reviewing the literature on the subject he 
states that 106 out of 233 cases of pulmonary 
embolism proved fatal. 

He thinks that prevention is the only treat- 
ment and advises digitalis before operation when 
the pulse is small and the heart action weak and 
also in cases of large abdominal tumors. Injec- 
tions of salt solution are indispensable, he be- 
lieves, before attempting any operation when the 
patient is anemic from profuse hemorrhage or 
arterial tension is much reduced. 

Anesthesia should be brief as possible. 

Such conditions as have been mentioned under 
faults with the patient as far as possible should 
be guarded against and combated as far as it is 
practical, but the surgeon is often compelled to 
operate upon a case that is in poor physical con- 
dition, knowing that such a case is a poor opera- 
tive risk. All foci of infection should be cleaned 
up as suggested by Wilson. 

Many faults of operative technique and post- 
operative technique care have been mentioned by 
many writers, each man thinking that he has the 
proper solution of the problem. Looking through 
the literature on the subject one finds that the use 
of the Trendelenburg position is mentioned a 
number of times as a predisposing cause of post- 


operative embolism. Many surgeons think that 


any position which interferes with the circulation 
in the veins of the lower extremities is a predis- 
posing cause. 

Zweifel, quoted by Ochsner and Schneider, re- 
ported eighteen deaths due to pulmonary embol- 
ism in 1,832 cases in which operation was per- 
formed upon a table which interfered with the 
circulation of the lower extremities or one death 
in every 100 cases operated on and only three 
deaths in 860 cases in which operation was done 
upon a table without this feature. 
that precaution be taken to avoid all pressure 
upon the veins of the lower extremities as oc- 
curs when legs hang over the table and the 
Trendelenburg position. 

Further statistics by him showed five deaths 
from thrombosis in 450 laparotomies, although 
the extremities were not traumatized during the 
operation but following a change of technique 


He advises 
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which change consists in the absolute control of 
the oozing of blood and the application of a 
purse-string suture covering all raw surface in 
the pelvis. He had five deaths from thrombosis 
in 2,060 laparotomies and one @eath in 484 oper- 
ations for fibroids of the uterus. 

Olshausen, another authority, calls attention 
to the frequent occurrence of pulmonary em- 
bolism in cases operated upon in the Trendelen- 
burg position, reporting fourteen cases of throm- 
bosis in 2,443 operations. Five hundred and 
seventy-one’ of these were fibroids with seven 
cases of thrombosis. Abandonment of a position 
which compressed the veins of the lower extremi- 
ties gave very gratifying results. 

Eberth and Shimelbusch, quoted from Cums- 
ton, showed with their experiment that a single 
uncomplicated slowing down of the flow of the 
blood whether it causes migration of the leu- 
kocytes toward the vessel wall or forces the blood 
corpuscles toward it cannot in itself result in the 
formation of the clot within the vessel when no 
other lesion is present; that when the vessel wall 
is injured the blood plates may appear in the 
upper strata of the stream due to a slowing of 
the latter and as they come in contact with the 
injured portions of the vessel walls they become 
adherent there and more or less agglutination of 
the blood plates results; the blood plates in the 
development of these thrombi are the integral 
etiologic factors. With a circulation in good 
condition, the development of obstructing thrombi 
is rare unless there are some further local compli- 
cation. 

Zurhelle discusses the connection between post- 
operative thrombosis, infection and the depositing 
of fibrin. His conclusions from much research 
were that a retardation of the blood stream is the 
main factor in the production of a thrombus and 
that there is a mechanical piling up of the blood 
plates in the more sluggish blood stream. This 
conglutination of the blood plates is not neces- 
sary for the formation of thrombus; when it oc- 
currs it is secondary. His experiments show the 
uselessness of attempting to prevent thrombosis 
by reducing the coagulatability of the blood, since 
one is unable to act on the blood plates. All that 
can be accomplished is to prevent the blood 
stream from becoming sluggish. 

Aschoff suggests that it may be possible to pre- 
vent thrombosis by changing the physical condi- 
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tions in the circulation by combating any ten. 
dency to a slower pulse rate. He does not be 
lieve that thrombosis is always of an infectious 
origin but superimposed infection transforms a 
primary insignificant thrombus into a dangerous 
thrombophlebitis. 

Fromme, quoted from Ochsner and Schneider, 
put into the jugular veins of rabbits silk threads 
impregnated with bacteria. The threads im- 
pregnated with any form of bacteria regularly 
produced thrombi. Sterile thread produced 
thrombosis only in anemic animals or those in 
bad physical condition. 

Talke, quoted from Ochsner and Schneider, 
placed cultures of staphylococci near thirteen 
arteries and thirty-one veins in thirteen animals. 
The removal of these vessels after nine to twelve 
hours showed eleven arteries and twenty-two 
veins to be thrombosed. 

McCann thinks that the transfixion of pedicles 
and tissues is a cause of pulmonary embolism. 
He especially condemns the transfixion of the 
broad ligaments, omentum and mesentery, avoid- 
ing unnecessary clots and hematomas which often 
become mildly infected. He warns against stitch- 
ing too tightly and cutting into blood vessels, 
and stresses the point that vessels should be 
picked up cleanly and ligated with technique and 
the use of instruments that cause the least trauma 
to vessels and surrounding tissue; stating that 
he has had no case of embolism since adopting 
this method. 

A. L. Smith believes that pulmonary embolism 
is due to a hyperfibrinois condition of the blood. 
He takes pains to let his patients drink freely, 
sees that the full normal proportion of water is 
in the blood and keeps up the fluid after opera- 
tion. He advises the reduction of the length of 
time on the operating table and the use insofar 
as possible of round pointed flat-eyed needles to 
reduce hemorrhage. He believes in free early 
movements of the patient after operation. 

Wilson stresses as precautionary measures the 
reduction of vascular traumatism to a minimum 
at operation and the encouragement of very early 
free movement on the part of the patient. 

As a cause of femoral thrombosis, injury to the 
edges of the wound by retractors has been men- 
tioned. 

Symonds thinks that enforcement of dorsal 
position and knee pillows after a laparotomy 
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favor thrombosis by starving the circulation. He 
has abandoned enforced dorsal position in all but 
grave cases of peritonitis and encourages free 
movements. He has not had a case of pulmonary 
embolism in many years. 

Lenormant calls attention to the careful man- 
agement of veins while operating. Veins of any 
size should be ligated separately rather than in 
a bunch. In abdominal work especially, care 
should be exercised in avoiding injury to the epi- 
After operation he recommends 
stimulants for the heart, saline injections and 
copious intake of fluids to combat thickening of 
the blood. An early purge is used by some sur- 
geons to combat stasis in the intestines. The 
patient should not be allowed to lie perfectly 
still, since this favors the formation of thrombus. 

Patients should not be out of bed too early. 
In regard to some forms of anesthesia Lenormant 
states that Ranze advises preliminary scopolamine 
and morphine to reduce the amount of chloro- 
form. Witzel prefers ether which is less depress- 


gastric veins. 


ing. 

Otte, assistant at Riseman’s Maternity Hos- 
pital, believes that the technique for general anes- 
thesia which has been in use for several years 
there has prevented any serious complication. 
The special features of this technique are a dis- 
infection of the air passages and prevention of 
chilling the patient. The mouth is repeatedly 
washed out with a disinfectant and steam inhala- 
tions of a mixture of thymol, salicylic acid, 
alcohol and water is given. This is again given 
after the operation, while the patient is still 
sleeping. Ether is used for the anesthetic. He 
states that even in patients with pre-existing 
respiratory infections no aggravation has oc- 
curred since this technique was introduced. 

Mauclaire reports a case of bilateral phlebitis 
of the spermatic veins and slight pulmonary em- 
bolism following inginal herniotomy. He sum- 
marized twenty-five cases in the literature with 
twenty-five others briefly mentioned and seven 
cases of femoral phlebitis. The mortality in 
twenty-five cases of which the details were known 
was fifty per cent. He states that embolism is 
usually tardy with sudden onset, and generally 
with hemoptysis. If phlebitis develops in the 
spermatic vessels the region must be immobilized 
and he suggests that embolism might be avoided 
by injections of hirudin in the spermatic veins 
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high up. In urgent cases he does not hesitate to 
ligate the femoral and iliac veins for the pre- 
vention of embolism. 

According to Trendelenburg, quoted from 
Meyer, coagulation of the blood and recurrence 
of embolic accident can be avoided by injections 
of hirudin. Trendelenburg’s assistants, Rimaun 
and Wolf, investigated the problem and found 
that 1 mg. of hirudin prevents the coagulation 
of 5 cc. of blood for four and one-half hours. 
This would mean for a patient of average weight, 
1 gm. about 15 grs.; a rather expensive procedure 
as the cost of 1 gm. is about $20.00. The drug 
injected intravenously in large quantities proved 
harmless. 

Some surgeons recommend the excision of 
varicosed veins previous to operation, thus elimi- 
nating as far as possible a fertile field for the 
formation of an embolus. 

Trauma to tissue and infection must play an 
important part in the formation of embolus, since 
both, depending upon the extent and severity, 
cause thromboses in venous trunks and plexuses, 
the veins, more thin walled and less resistant 
than the arteries, usually being affected. The 
more thrombus formation present, the more 
chance there is of a piece being broken off and 
carried as an embolus to the lungs. Neoplasms 
and any condition which cause a congestion or 
slowing of the blood streams in veins and venus 
plexuses must favor thrombosis. 

A large percentage of cases of pulmonary em- 
bolism die within a few minutes after symptoms 
appear and the time between the first appearance 
of the symptoms and death is so short that little 
can be done. 

When death does not follow immediately, the 
patient should be elevated so as to favor respira- 
tion. There should be plenty of fresh air and 
even oxygen inhalations may be given. 

Venesection has been recommended for dila- 
tion of the right heart. Hot water bottles may 
be applied to the extremities for the failure of 
the peripheral circulation. 

Rapid stimulation with caffein, camphor, 
strychnin, also ammonia, ether and brandy hypo- 
dermatically may be used. Morphia can be given 
in doses sufficient to counteract shock and relieve 
pain, which is often present. 

Most authorities divide pulmonary embolism 
into three groups: 











Group 1, in which there is immediate death 
occurring when only a small portion of the pul- 
monary circulation is obstructed. 

Group 2, in which death follows within a few 
minutes after symptoms appear and is due to 
more or less blocking of the pulmonary circula- 
tion. 

Group 3, in which death is delayed hours and 
in some cases two or three days, and is the re- 
sult of an increase by thrombosis, of a blockage 
of a portion of the pulmonary circulation, start- 
ing with an embolism. 

Mann was able to produce death experimentally 
in animals only by a more or less complete block- 
ing of the pulmonary circulation. He states that 
it was impossible to produce death or seriously 
endanger the animal’s life unless the pulmonary 
circulation was greatly obstructed. He also used 
animals with much depressed circulation, sub- 
jected to hours of anesthesia, dogs practically 
moribund with distemper, under local and general 
anesthesia, and dogs that had been starved. 

Trendelenburg, quoted by Meyer, thinks that 
about 50 per cent of cases of pulmonary embolism 
have only one branch of the pulmonary artery 
obstructed at first, and may live for an hour. 
This type of case he considers suitable for his 
operations in which the clot is removed from the 
pulmonary artery. The operation is described 
in detail by Meyer. Exposure is obtained by a 
horizontal incision 10 cm. in length over the 
second left rib. The inner end of this incision 
is crossed by a perpendicular incision, starting 
just below the sterno-clavicular articulation, pass- 
ing the third rib cartilage about one inch outside 
the sternal border, avoiding the internal mam- 
mary artery. The second rib and cartilage are 
cleared from the field of operation and the third 
cartilage is divided. 

The pleura is opened with an incision corre- 
sponding to the outer incision. The pericardium 
is exposed and opened with an incision inside the 
phrenic nerve and vessels at the level of the third 
rib. With Trendelenburg’s special sound, a rub- 
ber tube is passed through the transverse sinus, 
and around the ascending aorta and pulmonary 
artery. The assistant pulls upon these for com- 
pression just before the artery is opened. ‘The 
artery is opened about one-half inch longitudin- 
ally, and special curved forceps are used to re- 
move the embolus. Not more than forty-five 
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seconds can, be consumed while opening the 
vessel and removing the clot, since the interrup- 
tion of the circulation is not borne longer. 

With special forceps, the edges of the vessel 
wound are lifted and closure made temporarily 
with a clamp. The elastic compression may now 
be released, and the circulation re-established. 
The vessel wound is closed with interrupted silk 
sutures. 

Trendelenburg’s assistants, quoted from Meyer, 
found that the aorta and pulmonary artery could 
be compressed only forty-five seconds, but the 
vena cava could be compressed for six to eight 
minutes with no serious consequence. 

Lawen and Sieves, working in Trendelenburg’s 
clinic, made experiments on rabbits. They found 
that with simultaneous constriction of the pul- 
monary artery and aorta, the heart and brain 
suffer most. ‘The heart is more resistant and 
adapts itself more readily to changed conditions. 
The heart can stand simultaneous constrictions 
of the pulmonary artery and aorta for six min- 
utes. The animals tolerated this without appar- 
ent injury for one minute. By releasing the con- 
striction for a short time and reapplying more 
time can be consumed. ‘The heart tolerates con- 
striction of the large veins better than its 
after the vena cava has been constricted for 
nine minutes, but irreparable disturbances had 
occurred in the brain. Rabbits were able to toler- 
ate, without apparent injury, constriction of the 
large veins for three or four minutes. 

Jeger, working with this information, by com- 
pressing the two veins, found that he could 
leisurely open the vessel and remove the clot. 
Incision of the pulmonary artery brought imme- 
diate relief to the distended right heart. 

Trendelenburg removed a strip of lung 15 cm. 
long by 1 em. thick from one calf and passed 
it through the jugular vein onto the left branch 
of the pulmonary artery of another calf. The 
animal rapidly recovered after the removal of the 
artificial embolus. 

He and his assistants have done this on human 
subjects and one case lived several days, but 
finally died of pneumonia. He has never had 8 
recovery after this operation. 

Ritzman found that from numerous expeli- 
ments on cadavers this operation from an ala 
tomic standpoint was practicable. He mentions 
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the difficulty of operative procedure on account 
of failure to recognize the complication in time. 


ANALYSIS OF CASES AT MAYO CLINIC 


The cases of post-operative embolism occurring 
at St. Mary’s Hospital, Rochester, covering the 
period from the opening of the hospital in Sep- 
tember, 1889, to and including December, 1911, 
were reported by Wilson in 1912. 

From 1889 to and including 1911 there were 
approximately 57,000 major operations with 
forty-seven fatalities from post-operative em- 
bolism. 

Autopsies were performed on forty-one of forty- 
seven fatalities and the diagnosis was confirmed. 
In the remaining six the clinical diagnosis was 
quite positive. The total number of deaths in 
the hospital for the period concerned was 864. 
The mortality from embolism based on 63,573 
operations was 0.07 per cent, or one death in 
every 1,352 operations. 

Cerebral and pulmonary embolism were con- 
sidered in Wilson’s report, but only pulmonary 
embolism is considered in this report. Only 
thirty-six of Wilson’s cases were pulmonary em- 
bolism, of the remaining, ten were cerebral and 
one coronary. 

In twenty-eight of the forty-one cases posted, 
the location of the original thrombus was found 
in the field of operating or femoral vein. 

Wilson thought that following operation on the 
blood vessels, alimentary canal, and _ genito- 
urinary organs, from 1 to 2 per cent of all cases 
give more or less distinct evidence of emboli, 70 
per cent of which are in the lungs of cases that 
come to autopsy. He states that about 80 per 
cent can be determined as venous in origin, 10 
per cent cardiac, and 10 per cent scattered or un- 
determined. 

From the year 1912 to 1920 inclusive, there oc- 
curred at the Mayo Clinic 104 cases of post-opera- 
tive embolism. Infarcts were not included; only 
cases of gross embolus or thrombosis in the pul- 
monary artery were accepted. Of the 104 cases, 
five recovered ; the clinical symptoms being suffi- 
cient to warrant a diagnoses of pulmonary em- 
bolism. There were several other cases, not in- 
cluded, in which the symptoms were very similar 
to those found in pulmonary embolism, but the 
symptoms presented would not justify a diag- 
nosis of embolism. Autopsy was performed on 
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ninety of the ninety-nine cases that died, and the 
diagnosis was confirmed. 

In this period there were performed at St. 
Mary’s and Colonial Hospitals, 125,163 opera- 
tions. This includes the last four years of opera- 
tions performed at the Colonial Hospital. 
Pulmonary embolism occurred once in every 
1,203 cases operated upon, or a percentage of 
0.08 per cent. In this period there were 104,360 
patients operated upon. Of these 60,755 were 
females and 43,605 were males. There were 
seventy-three cases of embolism among females, 
or an occurrence of one in every 832 women 
operated upon. There were thirty-one cases 
among males, or an occurrence of one in every 
1,406 men operated upon. In this period there 
were 2,654 deaths following operation. Ninety- 
nine cases of embolism were fatal, or one in every 
twenty-six deaths or 3.7 per cent. The oldest 
of the 104 cases of pulmonary embolism was 
eighty-two years, and the youngest six years. The 
shortest time between operation and death was 
six hours. The average time between operation 
and death was ten days. In thirty-three cases 
the time between the first appearance of symp- 
toms of pulmonary embolism and death was re- 


corded. Eleven of the thirty-three cases lived 
more than an hour after symptoms developed. 
One case lived three days, one lived one day, and 


two lived twelve hours. Most of the cases lived 
only ten to thirty minutes after the appearance 
of symptoms. 





VESICO-VAGINAL FISTULA. ITS OCCUR- 
RENCE AND TREATMENT 


Francois F. WisNIEwskI, M. D. 


Attending Surgeon, American Norwegian Hospital 
CHICAGO 


Urinary fistulae, especially those of the vesico- 
vaginal type, are among the most distressing and 
pitiable diseases of women. They are also of 
fairly common occurrence and their frequency, 
coupled with the urgency of treatment and the 
large number of failures to relieve the condition, 
make the subject of vesico-vaginal fistula and its 
treatment of very special importance to every 
practitioner. In this paper I therefore propose to 
bring before you a general review of the subject 
with especial reference to the different methods 
of treatment and their indications. 

Vesico-vaginal fistula may originate first from 








obstetrical and puerperal conditions, viz.: long- 
continued pressure of the presenting fetal part on 
the soft tissues in impacted labors; or faulty 
obstetrical technique such as the handling of for- 
ceps or other instruments or from the fingers; 
under this heading also might be included man- 
ipulations connected with abortion. Fistulae of 
non-puerperal origin result from infectious, ma- 
lignancies in the genital tract, bladder calculi, 
syphilis, abscesses, etc. They may also originate 
from direct traumatism, from foreign bodies such 
as pessaries in the vagina, from procidentia uteri 
and the like. 

Fistulae, following as sequelae of operations in 
the vaginal and pelvic region, are those of most 
common occurrence. They may result from faulty 
drainage, from excessive curetting, from hysterec- 
tomy, from operations for fibroids, and also as an 
effect of the use of radium in genital tract malig- 
nancy. It is said for instance that urinary fistula 
follows in 6 per cent. of Wertheim hysterectomies. 

J. Marion Sims,’ one of the early writers on 
vesico-vaginal fistula, in 1852, attributed the con- 
dition especially to tedious labor, and thought 
that it could be avoided by instrumental delivery. 
Better obstetrics have as a matter of fact greatly 
diminished the number of obstetrical vesico-vagi- 
nal fistulae and they are more common now fol- 
lowing gynecological operations. Sampson,? in 
1904, reported 19 vesico-vaginal fistulae following 
158 hysterectomies for cancer of the cervix at the 
Johns Hopkins Hospital; and Judd,* reporting 
in 1920, states that 61 per cent. of the cases of 
vesico-vaginal fistula operated on at the Mayo 
Clinic since 1908 were the result of some surgical 
operation and only 39 per cent. followed child- 
birth. 

Although a urinary fistula may start from the 
ureter, bladder or urethra, in this paper I will 
limit myself to those originating from the blad- 
der, that is the vesico-vaginal fistula proper which 
connects the bladder directly with some part of 
the vagina. The fistulous opening in the vagina 
connecting it with the bladder is usually either 
in its middle or upper third. The middle third of 
the vaginal anterior wall is in contact with the 
trigone of the bladder and the upper third with 
the base of the bladder. 

In considering the nature of the fistulous tract 
it should be remembered that the bladder has a 
submucosal as well as a mucosal coat, but that the 
vagina has no submucosal coat. 
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Normally there is a thick layer of fascia between 
the bladder and vagina which is intimately con- 
nected with the walls of both organs but is easily 
separated from them. Damage to this layer dur- 
ing surgical or obstetrical manoeuvers may cause 
a slough or fibrosis which extends into the mucosa 
of both bladder and vagina uniting them and set- 
ting up a fistula. The fistular vaginal orifices 
following gynecological pelvic operations, espe- 
cially hysterectomy, are generally situated high 
in the upper third of vagina. The tract is rigid 
and sclerous, fixed by adhesions, and is not easily 
brought down to the vulva. 

Vesico-vaginal (and vesico-uterine) fistulae 
may be traumatic, spontaneous, or surgical. 

Traumatic fistula is rare and results from 
penetrations of the vesico-vaginal septum by a 
pointed body. ; 

Spontaneous fistulae may follow cancer of the 
uterus or bladder; or may be of inflammatory na- 
ture following calculous cystitis, tuberculosis, or 
ulcerations of vagina. But the most frequent 
cause is difficult parturition especially due to 
severe pressure of the fetal head on the soft tis- 
sues, particularly the layer of fascia lying between 
the bladder and vagina. 

Vesico-vaginal fistulae of the surgical type 
may result either from deliberate gynecological 
cperations, involving the vagina and bladder, or 
may be the result of an accident or a fault in the 
execution of an operation in the female pelvis. 
These occur more usually in the course of a vagi- 
nal hysterectomy especially in freeing the cervix. 
Although different types of fistulae may result 
from such operations the vesico-vaginal is the 
most frequent. 

Sometimes the fistula is so small that it is diffi- 
cult to find it, especially if situated in the fold 
between cervix and bladder; at other times the 
fistula may measure two or three centimeters in 
diameter; there may be one or several fistulous 
tracts. In very extensive fistula a large part of 
the bladder floor may be absent altogether. 

The effects of the constant escape of urine are 
irritation of the vaginal wall which becomes in- 
flamed and encrusted with urinary calcareous. 
salts and deformed; the bladder may become in- 
fected and its wall sclerous; the inflammation 
and infection may even involve the ureters and 
kidneys; or the vaginal infection may extend to 
the uterus which also becomes ulcerated and 


sclerous. 
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Escape of urine by the vagina is the only early 
symptoms of vesico-vaginal fistula, the quantity 
of urine escaping depending upon the size and 
situation of the fistula, varying according as the 
fistula is high median or low. Thus the urinary 
escape may be continuous or intermittent accord- 
ing as the patient is standing, sitting or lying 
down. The vagina and vulva irritated by the con- 
stant escape of urine become ulcerated and ery- 
thematous. 

Diagnosis of an urinary fistula is easy ; but it is 
not always easy to locate its exact site and nature ; 
incontinence alone may be urethral or vesical in 
origin. In most cases cystoscopy will be possible 
and in large fistulae this method of examination 
may be essential. 

If the vaginal fistular orifice is not apparent 
on minute inspection, a colored fluid or milk can 
be injected into the bladder and its escape into 
the vagina will reveal the vaginal fistular orifice. 
The patient should be in the Sims knee-chest 
position with the posterior wall of the vagina 
retracted. 

A urological examination through the cysto- 
scope is highly desirable before planning any 
opeative measures for the relief of vesico-vaginal 
fistula. By it the position of the ureters can be 
determined, also the condition of the bladder 
wall and the site of the fistular opening in it. 
The surgeon should have as exact a knowledge 
as possible of all the conditions. 

Spontaneous recovery of a urinary fistula may 
occur within a few weeks of its production but 
israre. Frank‘ thinks that the reason why some 
fistulae heal spontaneously is that the bladder in 
such cases is free to contract and that the broad 
tissue planes are mobilized. Also that when free 
mobilization of the bladder can be effected the 
fistula will heal. 

A small, uncomplicated, fistula in the early 
stages may be successfully treated by the high 
frequency current passing the electrode through 
the fistulous tract and cauterizing it. 

But the general rule is that for established 
vesico-vaginal fistula some surgical operation is 
imperative. The surgical treatment may be 
carried out through the vagina or through a 
suprapubic or laparotomy incision. Generally the 
vaginal route of approach is preferred whenever 
the conditions permit treatment through this 
toute with a promise of success, especially when 
the fistular tract in vagina can be brought down 
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to the vulva. The consensus of the best surgical 
opinions today seems to be that when a fistula is 
simple and small and situated low down well 
away from the uterus the vaginal route should be 
selected. The fundamental difficulties met with 
in the treatment of any established vesico-vaginal 
fistula are the septicity of the vagina and inac- 
cessibility to the fistula. Hence the desiderata in 
all such cases are to operate in aseptic conditions 
and to have an easy route of approach so as to 
entirely dissociate the mucosa of the vagina from 
that of the bladder. 

The first successful operation for vesico-vaginal 
fistula in the United States is stated to have been 
performed by Hayward of Boston’ in 1839; he 
emphasized the necessity for separating the 
bladder and vaginal walls. Mettauer® and 
Jobert’? reported successful operations in 1847. 
Sims in 1852? introduced a new method of ex- 
posure, making an oblique marginal denudation: 
especially of the vaginal aspect of the fistulous 
tract and directly closing the vaginal wall by 
non-penetrating sutures of fine silver wire prefer- 
ably. Sims also used the self-retaining catheter ; 
his idea in making a wide denudation of the fis- 
tulous tract and suturing between through the 
vaginal mucosa and fascial layer was to relieve 
the bladder mucosa of all tension. Most of the 
early methods depended upon direct approxima- 
tion of the edges of the fistulous opening in the 
vagina. 

Successful surgical treatment of vesico-vaginal 
fistula depends upon the complete dissociation of 
the lining membranes of the bladder and of the 
vagina and restoring both to their independent 
anatomical position. -All operative procedures 
must therefore have as their basis complete 
separation of the bladder from the vagina and 
separate closure of the orifices in both. This is 
not always possible vaginally. 

The earlier operations too often failed to pre- 
vent recurrence of the fistula. This, as Judd? 
has remarked, was probably due to the apparent 
ease with which a vesico-vaginal fistula could 
often be closed. Attempts were made to close the 
openings before thoroughly dissecting the bladder 
wall well away from the vaginal wall and sep- 
arately turning in the mucosa of the bladder and 
of the vagina well within these organs. 

Within the past couple of decades a great num- 
ber of improvements in the technique of the 
operation were made especially by Kelly, Macken- 
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rodt, Mackenzie, Ward, Judd, C. H. Mayo and 
others. Only a few of the leading methods can 
be referred to as it would need a text-book to 
describe them all. 

The main principle in all these more modern 
operations is to completely dissect the vaginal 
wall from the bladder wall, and to close the 
vaginal and bladder fistular orifices separately. 

For the treatment of important vesico-vaginal 
fistula the Kelly® and Mackenrodt® methods of 
mobilizing the posterior bladder wall were much 
in vogue for a long time and are still employed. 
In Kelly’s method the posterior wall of the 
bladder was attached anteriorally to the denuded 
wall of vagina. Mackenrodt completely mobil- 
ized the base of the bladder from its vaginal and 
uterine attachments and separately sutured the 
vesical and vaginal margins of the fistula. For 
very extensive defects the uterus was used to 
occlude the openings in the bladder and vaginal 
walls. 

Howard A. Kelly,*® in 1902, introduced the 
transverse incision in the wall of the vagina open- 
ing into the peritoneal cavity. This facilitated 
the separation of the vaginal and vesical walls in 
difficult cases; the fistular orifices were closed at 
right angles to each other. C. H. Mayo,!? as an 
improvement in the vaginal operation, suggested 
inverting the fistulous tract into the vagina by 
sutures drawn through the urethra and closing 
the fascial layer over this point. 

Watkins'™® favors the vaginal approach and 
thinks that a thorough dissection of the anterior 
vaginal wall always gives a good exposure and 
supplies a maximum amount of mobility and 
conservation of tissue. 

For the extensive case in which the destruction 
is great with loss of fascia and there is no hope 
of direct closure of the fistulous gap some plastic 
or split-flap method must be employed. I have 
already alluded to Kelly’s and Mackenrodt’s 
methods of utilizing the exposed posterior wal! 
of bladder. 

There are various other split-flap occlusion 
methods or tracheloplastics such as used success- 
fully in a recent intractable case by Sturmdorf."* 
Anterior or posterior vaginal wall flaps or both 
can be used in such cases. Plastic methods using 
strips of healthy vaginal mucosa are greatly in 
favor at the present time. Corscaden’ says that 
when the uterus has been removed the rectal wall 
may be used to close a fistula. 
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Mackenzie” favors two free lateral incisions in 
the perineum, lateral episiotomy wounds, as 
making the dissection of the bladder from the 
vagina easier. He thinks this method facilitates 
bringing the cervix and fornix into full view in 
the operative field. 

Both, Judd* and Mackenzie after dissecting 
the bladder from the vagina completely remove 
the fistulous tract and close the orifices without 
however incising the peritoneum. Judd says that 
in the Mayo Clinic plastic methods are generally 
employed. Proper inversion of the mucosa is of 
primary importance. 

Mayo and Walters,’* reporting in 1924 on the 
method followed in executing a vaginal operation 
for closure of important vesico-vaginal fistula, 
state that a transverse incision is made between 
the fistula and urethra. That part of the vaginal 
wall which contains the fistula is dissected free 
from the bladder wall down to the fistulous tract. 
The bladder is then incised at the periphery of 
the fistula and a circular dissection made of the 
fistulous opening in the bladder. This leaves the 
fistulous part of the bladder attached to the 
vaginal wall. The opening in the bladder is 


closed by two rows of sutures placed vertically. 


Then by removing a triangular portion of the 
vaginal wall, which includes the fistulous tract, 
it is possible to close the incision horizontally in 
the wall of the vagina approximating its lower 
edge (from which the wedge has been removed) 
to the upper edge of the primary incision. In 
this way the intact part of the vaginal wall forms 
a patch over the suture line in the bladder just 
as the omentum, does over an intestinal suture 
line. Suture of the bladder and vaginal walls in 
several planes is recommended. 

Spalding’? obtained excellent results by dis- 
secting the bladder entirely free from the anterior 
wall of vagina, separating the bladder from the 
anterior wall of the uterus, closing the fistula 
with either continuous or interrupted catgut 
sutures, dissecting the pelvic fascia from the 
mucosa of the anterior vaginal wall and over- 
lapping it with interrupted mattress sutures as 
in the cystocele operation. 

Operations through the vagina may fail or 
may be impossible when the fistula is situated 
very high in the fornix, which is more usual after 
surgical operations; or when the vagina oF 
bladder is held tenaciously in scar tissue, making 
denudation and mobilization extremely difficult 
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or impossible. In such cases incision through 
the symphysis pubis, or a transvesical operation 
or a transperitoneo-vesical operation is indicated. 

Such methods are also indicated when the 
cervix has been amputated, when vaginal opera- 
tions have failed to cure, or when the cystoscopic 
examination shows that a vaginal approach would 
be very dangerous on account of close vicinity 
of the fistula to the ureters. 

In 1890 ‘Trendelenburg’® introduced his 
method of suprapubic incision and exposure in 
cases of high-situated fistula difficult to approach 
through the vagina. Paris and Francey”® are also 
identified with the suprapubic method of ap- 
proach. 

By the suprapubic route it may be possible to 
make an intravesical repair of an inaccessible 
fstula as reported by Kerr.?° This route not 
only permits invagination of the fistula but of 
the organs which constitute it, which moreover 
can be completely separated from each other in 
full light. 

Schuchardt in 1893 had recommended deep 
para-vaginal incisions similar to MacKenzie’s 
lateral incisions in order to obtain better ex- 
posure in the same class of cases. 

Forgue*? in 1906 treated a case of difficult 
vesico-vaginal fistula by a transperitoneo-vesical 
approach but did not cure his patient. Legueu?? 
in 1914 perfected the technique of this abdominal 
intraperitoneal method of treating vesico-vaginal 
fistulae. Legueu claims that the intraperitoneal 
operation gives every security for reunion; a per- 
fect and easy closure of the bladder is effected 
and the adaptable peritonization obviates recur- 
rence which is frequent after extra-peritoneal 
operations. The objection of possible infection 
can be guarded against by proper precaution and 
protection of the operative field. 

All vesico-vaginal, fistulae must be considered 
as operable as long as the bladder sphincter 
muscle is intact or capable of being repaired. If 
not, some method of diverting the urine to the 
intestine must be employed. Colpocleisis or 
‘losure of the vagina and the conversion of the 
vagina and bladder into a common receptacle for 
wine and uterine discharges is to be considered 
uly as a last resort in the treatment of unusual 
‘pes of urinary fistulae. 


Petersen®* in 1916 in some cases in which the 
‘esical sphincter was too extensively damaged for 


repair successfully substituted the rectal sphinc- 
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ter for discharging the urine and feces and men- 
strual fluids through the rectum. 

Another interesting method is that suggested 
by Dowman* in 1920 of utilizing the posterior 
surface of the uterus (after removal of tubes and 
ligaments) for closing the fistula. The anterior 
wall of the bladder was sutured to the posterior 
wall of the uterus. The peritoneal surface of the 
uterus was opposed to the mucosal covering of 
the bladder. The vaginal orifice was closed by a 
vaginal operation. 

Several other writers have used the uterus for 
closing the vaginal orifice of a vesico-vaginal 
fistula. Schroeder?® has described several exten- 
sive fistula closed by this method. 

Sometimes a combined abdominal and vaginal 
operation may be indicated. 

Kehrer”® in the case of a very extensive ob- 
stetrical fistula of the anterior vaginal wall, which 
reached to the symphysis pubis and was adhered 
te the pubes, made a low median abdominal in- 
cision and penetrated into the space of Retzius. 
He then completely isolated the bladder from the 
pubes and other adhesions. The second part of 
the operation was performed through the vagina 
by dissection of a perifistular sleeve of para- 
vaginal tissue. 

Whatever procedure is followed it is highly 
desirable that the site of the fistula should be 
peritonized whenever possible. Solms?’ uses the 
vesico-vaginal peritoneum for this purpose. 
Klumper*® sutures a strip of omentum over both 
bladder and vaginal orifices. Peritonization is 
easy with the abdominal methods. 

In regards to the results obtained from opera- 
tion, Judd® states that in 78 patients operated on 
by various methods in the Mayo Clinic for vesico- 
vaginal fistula there was no operative mortality. 
Fifty-six of these were followed: 4 experienced 
no benefit; 6 were improved; and all the others 
were cured. 

Sixty-eight per cent. of these patients had pre- 
viously been operated on from one to seven times, 
and in many cases several operations had to be 
done at the Clinic. 

Frank* states that of 19 patients operated on 
at the Mt. Sinai Hosp., N. Y., 5 were not cured ; 
but of these four had previously been operated on 
from one to six times. One of MacKenzie’s’® 
patients had 18 operations for the condition be- 
fore coming to his service. 

The suprapubic or abdominal operation gives 
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good results, but as there is a liability to infection 
these methods should be avoided unless strictly 
indicated by the conditions. Francey*® who col- 
lected the reports of 33 transvesical operations 
found that there was a satisfactory result in 60 
per cent. These are usually difficult cases which 
previous surgical attempts failed to cure. 

Generally speaking operative methods should 
give a cure in at least 75 per cent. of the cases. 

The only serious post-operative complications 
likely to arise in dealing with vesico-vaginal fis- 
tulae are injury to or incarceration of one of the 
ureters, with consequent urinary retention or per- 
foration of the peritoneum, and possible resulting 
septicemia. 

A word should be said in regard to the pre- 
and post-operative care of vesico-vaginal patients. 
Where there is much excoriation with calcareous 
deposits in the vagina and vulva these patients 
must have a preliminary treatment for the cor- 
rection of such conditions. This may need from 
a month to six weeks. 

Post-operative care is particularly important. 
Corseaden,'® Chute* and others recommend that 
following operation the patient should be kept in 
the prone position for at least a week. The prone 
position helps to keep the weight of the urine and 
of the intestine from pressing on the line of 
sutures. It is generally recommended to pack 
the vagina to prevent tension. 

Opinions differ in regard to catheterization. 
Some, such as Chute and Mayo, recommend the 
retention-catheter, Caulk** recommends supra- 
pubic drainage after vaginal repair of the fistula 
as it keeps the bladder at rest and thoroughly 
drained. The in-dwelling catheter is specifically 
condemned by Sturmdorf'* and Caulk** and 
these, as well as Hendrick*? and Spalding’, pre- 
fer to catheterize the patient every three or four 
hours. With due respect to these opinions I 
think that there are some operated cases in 
which the indications will be for a permanent 
catheter. The experience gained from my per- 
sonal cases leads me to the opinion that when 
a spontaneous healing may be expected in a re- 
cent or fairly recent case the employment of 
a permanent catheter will give the patient an 
excellent chance by keeping the bladder empty 
and the fistulous tract free from constant 
urinary irritation. 

If a retention-catheter is employed it should be 
removed frequently and cleaned. 
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In conclusion, the points to be emphasized jp 
the treatment of vesico-vaginal fistulae are: (a) 


thorough preoperative cleansing of the vulva and 
vaginal tract; (b) a cystoscopic examination of 
the patient; (c) selection of a vaginal or trans. 
vesical approach to the fistula according to the 
nature of the conditions found; (d) complete 
dissection of the bladder from the vagina; (e) 
inversion of the mucosa in each organ and closure 
in multiple suture layers; (f) careful post-opera- 
tive supervision of the patient especially as re. 
gards catheterization. 
1223 Milwaukee Ave. 
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THE EFFECT OF RADIUM IN CHRONIC 
PASSIVE CONGESTION OF THE 
POSTERIOR URETHRA 


Lro C. DuBois, M. D. 
CHICAGO 


Chronic passive congestion of the posterior ure- 
thra and the sequelae arising from this condi- 
tion have attracted the attention of urologists 
ever since the urethroscope came into general 
use, with the result that many observers have 
made special attempts to clear up the many con- 
fusing ideas and statements which have found 
their way into the literature bearing on this 
subject. 

Our attention was directed particularly to the 
forms of chronic passive congestion of the pos- 
terior urethra resulting from and following acute 
inflammation of the urethra due to gonorrheal 
or occasionally other forms of infection as well 
as to the forms in which no history or evidence 
of infection is present. 

Any condition which causes repeated attacks 
of passive congestion, as sexual excitement with- 
out intercourse, or with improper or incomplete 
intercourse, any condition which brings an in- 
creased blood supply to the posterior urethra, and 
which does not carry away that blood in a nor- 
mal way or period of time—these conditions may 
eventually cause a chronic passive congestion of 
The anatomical result is easily com- 
prehended when we recall the fact as stated by 
Young' in his Practice of Urology that “the ver- 
wmontanum itself is supplied with many blood 
\essels, lymphatics and nerve endings. During 
sexual excitement it becomes greatly congested, 
and this condition may become practically per- 
manent in certain cases of sexual neuroses, espe- 
dally those associated with premature ejacula- 
tion. It is doubtful whether this is the cause or 
As a re- 


that area. 


the result of the sexual abnormality. 
sult of inflammation of long-continued treatment 
with causties, the verumontanum may be con- 


verted into a mass of scar tissue. No constant 
relation between these conditions and sexual 
symptoms have been definitely established.” 

A series of fifty cases was studied with a view 
of determining the underlying pathology upon 
which suitable treatment could be based. The 
taterial consisted of nine cases following gonor- 
theal or other acute infection, and forty-one 
tases in which no definite cause could be deter- 
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mined. All of these cases were first treated by 
the usual methods, either by ourselves or the re- 
ferring physician, with no improvement. No 
case showing infection of any kind is treated by 
radium. Complicating conditions, as stricture 
of the urethra, folliculitis, a marked prostatitis 
or seminal vesiculitis, should be cleared up be- 
fore attempting the use of radium. 

The underlying pathology in the two types is 
essentially the same, and consists of two general 
divisions, which blend more or less. 

1. The stage of increased activity. Of this 
stage Wolbarst? says, “Soft infiltration is the 
most frequent lesion encountered. The mucosa 
is hyperemic, congested and bleeds easily on the 
slightest contact. The veru is dark red, swollen, 
and increased in size. It takes on a smooth ap- 
pearance and becomes distorted in shape. It is 
quite customary to find the mucosa markedly 
swollen and manifesting itself in the form of 
bulbous edema, concentrated more or less and 
bleeding easily.” 

2. The stage of diminished activity. Of this 
stage the same author* says, “The posterior 
urethra is seriously altered in hard infiltration. 
The membranous region takes on a grayish red, 
slightly yellowish, color, its brilliant luster dis- 
appears and gives place to a dry and dull appear- 
ance. The epithelium desquamates freely, so 
that it may be denuded over a very considerable 
extent, this desquamation being responsible for 
the bleeding which is easily produced by the in- 
troduction of the urethroscope. Vegetations and 
polypi are frequently found on the veru or some 
portion of the posterior urethra. - Not infre- 
quently their existence coincides with neuras- 
thenic phenomena of an extremely marked type.” 

Symptoms: In conditions following venereal 
infection we have persistence of shreds, burning, 
frequency, itching, and all the symptoms which 
are so familiar to urologists. In conditions 
which do not follow infection, as well as often 
in those that do, the most striking symptoms are 
related to sexual activity. 

Tn the first stage we find increased sexual ex- 
citability, nocturnal emissions, premature ejacu- 
lations—all the symptoms of an increased irrita- 
bility of the sexual center. As the condition be- 
comes more chronic, as the pathology changes 
from the first stage to the second, we get the 
history of diminished libido, difficulty in getting 
an erection, or inability to get complete erection, 
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increasing difficulty in having sexual intercourse, 
until, finally, absolute loss of sexual power. 

The pathological findings suggested a form of 
treatment which has not been used as widely as 
it should. The condition under discussion has 
usually been treated by topical applications of 
silver nitrate, passage of sounds with deep instil- 
lation of weak silver, or some similar method, 
but the results have been notoriously uncertain 
and unsatisfactory in many instances. This led 
us to attempt the use of radium in the hope that 
it is particularly suitable in cases where there 
are structural changes in the mucous membrane 
and its blood supply. The effect of radium on 
such tissue is particularly selective. It is known 
wat small doses of radium are stimulating to 
normai tissue growth. Likewise it is known that 
radium in larger doses has a destructive action 
on tissue, to which action devitalized cells are 
more sensitive than cells of normal vitality. In 
the treatment of indolent ulcer with radium it 
has been found that, under proper dosage, the 
devitalized superficial tissue has been destroyed 
and a secondary stimulation of healthy tissue 
underlying the indolent superficial membrane 
eccurred, allowing the ulcer to heal. It is log- 
ical to believe that in cases of long-continued 
passive congestion of the posterior urethra the 
superficial membrane is not the well nourished, 
healthy cell layer that normally exists. So with 
these experiments in mind, with the knowledge 
of the action of small doses of radium on mem- 
brane, it was hoped that in the posterior urethra, 
with its unhealthy membrane, we could get a 
beneficial effect by the use of stimulating doses 
of radium. 

It has been found experimentally that 50 mil- 
ligrams of radium, screened as we have used it, 
applied to skin for one hour, shows practically 
no inflammatory reaction. The same dose ap- 
plied to buccal or rectal mucous membrane re- 
veals, on cross section of tissue examined from 
four to twelve days later, a slight low grade in- 
flammatory reaction. On the theory that the 
posterior urethra is covered by a membrane 
somewhat more sensitive still, we decided on the 
dosage of 50 milligrams of radium used for one 
hour as the proper amount to get the desired 
effect. 

Method of Treatment: Fifty milligrams of 
radium with 1.4 mm. gold, .8 rubber screening, 
are placed in a posterior urethral applicator, 
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sound-shaped. After a local anesthetic, as pro- 
cain 2 per cent, has been left in the urethra for 
ten minutes, the applicator is introduced into 
the urethra until the tip, with its radium con- 
tent, rests in the posterior urethra. The appli- 
cator is then fixed and held in position for one 
hour, giving the patient 50 milligram hours of 
radium. In a number of cases 100 milligram 
hours have been used with no untoward effect, 
either immediate or remote. If proper anesthesia 
has been obtained there is usually no complaint 
by the patient—occasionally slight spasm of the 
sphincter toward the close of the period. The 
patient is directed to have no sexual excitement 
for six weeks and to return at the end of that 
time for examination. 

The results in our series have been highly 
satisfactory. We have communicated with or 
personally interviewed nearly all of the fifty 
patients at variable periods of time up to four 
years after treatment. Eighty per cent. report 
a complete return of sexual function and loss of 
symptoms complained of, and _ urethroscopic 
examination in these patients revealed, at the 
end of six weeks, a normal appearing membrane, 
with normal verumontanum, no granulations, 
bleeding or other pathology, and examination at 
various periods later, in the majority of these 
cases, showed a continued lack of pathology. 
Two cases in this series required a second treat- 
ment with radium, with satisfactory results and 
findings after the second application. Six cases 
required from one to four after-treatments with 
silver nitrate to obtain completely satisfactory 
results, but these cases reacted to silver after th: 
use of radium, whereas before silver had no ap- 
parent effect on the condition. Two cases did 
not return for re-examination and have been 
lost track of. 

In the cases where urinary symptoms were 
present, results were concurrently satisfactory. 
Shreds, which had persisted for months, dis- 
appeared ; burning, frequency and itching cleared 
up and the urine became normal in appearance. 

We cannot tell at present whether all these 
cases are permanent recoveries or are undergoing 
temporary improvement over comparatively long 
periods of time. We do know, however, that 
over these long periods of time we have obtained 
results both symptomatically and anatomically 
which we have been unable to approach by means 
of any other kind of treatment. 
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The treatment appeals to the patient; there 
i« no severe local reaction such as follows the 
application of silver—no local reaction of any 
kind noticeable to the patient in the vast ma- 
jority of cases. 

Conclusions: 1. Radium has been employed 
ina series of fifty cases, comprising nine post 
gonorrheal and forty-one with no history of in- 
fection. 

2, These patients were observed for a variable 
length of time up to four years after the treat- 
ment. 

3. The effect of this form of treatment was 
highly satisfactory and resulted in forty func- 
tionally perfect results, eight of which showed 
marked improvement, two lost track of and re- 
sults unknown. 

4. Only one application is necessary in the 
vast majority of instances. 

104 S. Michigan Ave. 

REFERENCES 

1. Young, Hugh: Practice of Urology, Vol. 1, Page 166, 
Par, 2, 1926. (Saunders). 

B Alesecigg ghey egy Aa a oun 
additions by Wolbarst. Page 101, Par. 1, 1918. (C. V. Mosby 
“i. Wolbarst, Abr. L.: Ibid, Page 106, Par. 4. 





UNRESOLVED PNEUMONIA OF 

USUALLY LONG DURATION* 

ArTHuR H. R. Kruecer, M. D. 
CHICAGO 


UN- 


Mrs. O. L., aged thirty years, always healthy 
exeept during her first pregnancy when she de- 
veloped post partum convulsions from which she 
During her second pregnancy she 
bad heavy deposits of albumin in the urine but 
gave birth to a healthy boy and recovered fully 
from the albuminuria. 

March 3 (Saturday) she was taken with se- 
vere pains in the back and all joints, headache, 
coryza with severe sore throat; temperature 
100.2 F.; pulse 88; respiration 24. She had 
‘light cough and physical examination showed 
«few dry rales scattered over the chest. 

March 4 (Sunday) and March 5 (Monday) 
che felt better and contrary to orders to stay in 
ted went to the basement to do the week’s wash- 


ing, 


recovered, 


March 6 (Tuesday) I was again called and 
told that patient had had a severe chill lasting 


ai 


"Read before the N-W Branch of the Chicago Medical So- 
tty, April 14, 1926, 
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forty minutes, with a sharp cutting pain in the 
left side of the chest especially increased by 
cough. Her temperature was 104.2 F.; pulse 
116; respiration 32. There was no red tinged 
expectoration, no pleural friction. The only 
physical signs present were a few clicking rales 
over the whole chest but in the lower left lobe 
in the anterior axillary line a distant blowing 
breathing and rales were recognizable. Gradual- 
ly day by day this area increased until by the 
fourth day (March 10) the lower left lobe was 
consolidated with all the signs of a lobar pneu- 
monia. The temperature, pulse, and respiration 
remained high throughout the course but after 
two days (March 12) the temperature increased 
to 105 degrees, pulse 120, respiration 38 and 
physical examination showed involvement of the 
lower portion of the upper left lobe. The tem- 
perature went down to 104 degrees the next day 
(March 13) and remained so till three days later 
(March 16) when it rose to 106 degrees F., pulse 
138, respiration 42. Physical examination at 
this time showed extension of the process to the 
whole upper lobe thus involving the whole left 
side of the lung. There was marked respiratory 
difficulty due to a sudden pulmonary edema and 
the patient was very restless so I administered 
one-fiftieth of a grain atropine sulphate hypo- 
dermically ; she rallied and the temperature re- 
turned to 104°. At the same time she complained 
very much of pain in her left side and vomited. 

Abdominal examination showed marked ten- 
derness and enlargement of the liver to the ex- 
tent of four finger breadths. She was slightly 
jaundiced, 

Thus far we have the following picture. The 
rational symptoms of pneumonia were present 
for several days before the physical signs became 
distinctive by the advance of consolidation to 
the surface, in other words the consolidation 
started as a central pneumonia, then gradually 
and successively advanced from the lower to the 
upper lobe of the left lung by distinct progres- 
sive steps eacn time accompanied by distinct 
elevation of temperature, pulse, and respiration. 
In the following two weeks the course was very 
stormy but gradually the temperature and pulse 
came down to nearly normal. However, the 
physical signs of consolidation persisted. The 
patient had very much pain in the chest espe- 
cially over the upper lobe anteriorly and in the 
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left shoulder. The temperature never reached 
normal but would be 99, 99.6, 100 or 100.8 F. The 
pulse ranged from 108 down to 96. 

(April 5 and 11) 


sputum for tubercle bacilli was negative. There 


EXAMINATION OF SPUTUM: 


was no pus or elastic tissue and cholesterin and 
hematoidin crystals were absent. 

Many pneumococci, no tubercle bacilli, some 
streptococci. 

April 12 Dr. John Ritter saw the patient with 
me and performed a tuberculin test. Careful 
records of pulse and temperature for the follow- 
ing days proved entirely negative for tubercu- 
losis. The patient continued to improve from 
day to day, feeling beter, coughing less and de- 
veloping a hearty appetite, but the pain in the 
chest persisted as well as the pain over the still 
enlarged liver. Jaundice entirely disappeared, 
and only a trace of albumin appeared in the 
urine. 

The physical signs, however, persisted. At 
this time there was lagging of the affected side 
and increased (compensatory) motion of the un- 
affected side. 

Palpation: over the whole left side anteriorly 
vocal fremitus was increased, but decreased to- 
wards the side, and was absent on the back. 

Percussion: there was marked dullness ap- 
proaching flatness over the entire front of the 
left lung. On the back, however, it seemed that 
with the flatness there was also present a “feel- 
ing” of resonance, as if overlying an area of con- 
solidation, i. e. the percussion note was not so 
marked as anteriorly. 

Auscultation furnished the most interesting 
phenomena. In front there was pure bronchial 
breathing in the upper lobe, but in the lower 
lobe there were in addition a few scattered small 
moist rales. Posteriorly, however, the breath 
sounds were audible as bronchial which had a 
far distant quality, as though far from the sur- 
face. In the foreground, that is, superficially, 
could be heard very faint vesicular breathing. 

Because of the irregular temperature and pulse 
and marked pain in the chest, together with oc- 
casional sweats and a high leucocytosis I was 
puzzled. Would this develop into an empyema, 
an abscess, or was there a collection of fluid? 
Would it terminate in a chronic interstitial or 
fibroid pneumonia as a result of organization of 
the exudate and thickening of the alveolar walls, 
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or was there a greatly thickened pleura? Be. 
cause of the foregoing physical findings, hoy. 
ever, I could not make up my mind to do ay 
exploratory puncture as had previously beep 
thought of, but I assumed that there was a solid 
lung in the anterior portion of the chest with q 
beginning narrow zone of aerated lung above it 
posteriorly. 

April 19, x-ray examination of the chest was 
made with the following report by Dr. Edw. §, 
Blaine: 


Occupying the greater portion of the left thorax 
there is a diffuse shadow density which reaches the 
lateral chest border from apex to ninth rib poste. 
tiorly. Below’ this smooth, even shadow density 
are irregular mass shadows having the appearance 
of calcification of soft structures. The costophrenic 
angle and the supradiaphragmatic region are slight. 
ly aerated as compared with the balance of the left 
thorax. On lateral projection there is seen to be 
a clear posterior periphery and a narrow aerated 
zone anteriorly. The extensive shadow density re- 
ferred to entirely obliterated the left border of the 
heart and mediastinum. The heart and aorta ar 
slightly displaced toward the right. The entire 
right thorax is seen to be normal throughout, there 
being no evidence of pulmonary or respiratory 
pathology. Neither is there evidence of pleural 
changes on right costal or diaphragmatic borders 
and the right costo-phrenic angle is clear. The 
heart outline being more or less obscured prevents 
study of the same. 

RESUME: In view of the clinical history the 
non-aerated upper left lung would strongly sug- 
gest an unresolved pneumonia in which the con- 
solidation is complete. This is unlike the usual 
X-ray appearances of the unresolved pneumonia. 
From the x-ray standpoint the character of the 
shadow indicates the presence of a_ considerable 
amount of fluid material which would be encysted 
but the shadow lacks the definite border commonly 
found in a “hanging” empyema. Next in order to 
be considered is an intra-pulmonary collection of 
fluid such as a large abscess. There is also a pos- 
sibility that this most unusual shadow is due to 4 
neoplasm but the absence of proper outlines of 
same makes this rather doubtful. 

It is probable that a follow-up x-ray study may 
serve to differentiate between the above mentioned 
possibilities in two to three weeks. 


The patient in the following weeks continued 
to improve symptomatically feeling better and 
stronger each day and acquiring a healthy appe 
tite. She had little sputum and still complained 
of much pain in the upper lobe and shoulder of 
the left side. She also had occasional chills and 
fever, especially at night. On physical examine 
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tio the area of dullness was diminished and a 
larger area of vesicular breathing was develop- 
ing; that is, it seemed that the consolidation was 
gradually diminishing in area. 

May 10 another x-ray examination was made 
by Dr. Edw. 8. Blaine with the following report: 

On fluoroscopic screen examination a normal 
right lung field is revealed. The right diaphragm 
does not move with the normal excursion but is 
seen to be clear. The left thorax is occupied by an 
extensive shadow density which probably repre- 
sents consolidated lung. There are areas of aera- 
tion in the upper median portion, as well as in the 
lower lung fields. The left diaphragm is readily 
identified, although the neighboring costo-phrenic 
angle is obliterated by adhesions and pleural thick- 
ening. It is observed that the heart and median 
shadow is not at all displaced as compared with 
previous examination. The character of the shadow 
density is beginning to vary as compared with the 
first examination which indicates a distinct improve- 
ment in the diseased condition. 

The patient continued to improve and sat up 
ina chair for short periods alternating with rest 
periods in bed. 

May 19 x-ray examination report showed: 

The shadow density in the left upper lung is very 
dense and is due mainly to an enormously thick- 
ened pleura which seems to extend over the an- 
terior lung structure.’ This pleural thickening 
reaches from apex to approximately the base of 
the anterior lobe below which the degree of thick- 
ening is much decreased. A considerable calcifica- 
tion degeneration is taking place in the left hilum 
and a rather wide area extends horizontally out- 
wards and forwards. The lower lung is becoming 
more aerated than was noted previously. The entire 
right pulmonary field is clear as are also the pleural 
borders. 

After the last x-ray examination improvement 
in physical signs took place rapidly; the area of 
dullness became smaller and was replaced by 
normal vesicular breathing. The liver by this 
time had become normal and all abdominal symp- 
toms disappeared. 

June 10 the lung was entirely clear so far as 
physical signs are any guide and the only com- 
plaint of the patient was eruptions on the face 
and a severe alopecia. Dr. Oliver Ormsby made 
‘diagnosis of dermatitis seborrheica of the face. 
The alopecia was due to the high fever. Treat- 
ment for this was sedative and later radio-ther- 
apy. 

The duration of pneumonia from March 6 or 
‘rom the first sign of consolidation physically 
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(March 10) to June 10 made the duration three 
months. 

Ordinarily the lung is restored to its 
normal state by liquefaction of the exudate and 
lymphatic absorption or expectoration of this 
exudate in a time varying from eight to fifteen 
days. 

Sometimes the peptonizing action of the leu- 
cocytes goes far enough to include the lung tissue 
itself in its action and produces areas of soften- 
ing and even abscess cavities. Sometimes the af- 
fected area may be invaded by Saprophytic or- 
ganisms of putrefaction especially in diabetes or 
debilitated states and pulmonary gangrene result. 

If there is only partial absorption of the exu- 
date, repeated infiltration may take place and a 
fibroid induration or chronic interstitial pneu- 
monia be the result. 

Fortunately these results are rare and the so- 
called failure of resolution is the more commonly 
observed deviation from the classical course, and 
while resolution is unduly delayed it will ulti- 
mately take place. Such was the happy ending 
in my case. 

Delayed resolution takes place in three to four 
per cent. of cases. Forty cases at Johns Hopkins 
Hospital showed a duration to the fourth week 
of five cases, to the fifth week of ten cases, to 
the siath week of four cases, to the ninth week 
of three cases and eleventh and twelfth week each 
one case. 

The chief interesting points in this case were: 

1. Symptoms of pneumonia present several 
days before physical signs became distinct by 
the advance of the pneumonia to the surface. 

2. The gradual and successive advance from 
the lower to the whole upper lobe. 

3. Stormy course. 

4. The various complicating possibilities with 
their diagnostic problems. 

5. The toxic hepatitis (as I called it) with 
jaundice. Cases attended by it are always se- 
rious. 

Explanations suggested for the jaundice are: 

(a) Due to a catarrh of the bile ducts. 

(b) Due to a reabsorption of hemoglobin de- 
rived from the disintegration of the red blood 
cells of the exudate in the air vesicles. 

(c) Hemolytic action of the diploeoccus lan- 
ceolatus. 
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THE EYE-LASHES SIGN 


B. LeMcHEN, M. D. 
CHICAGO 


In the March, 1925, issue of the ILLINOIs 
MepicaL JournaL I described this sign and 
stated: in comatose patients when we touch the 
eyelashes, in organic brain diseases there will 
be no movements of the eyelids, while in func- 
tional diseases there will be a winking like move- 
ment of the eyelids. Since I wrote it I have had 
quite an opportunity to study the sign. While 
] didn’t have the opportunity to study all forms 
of organic brain diseases I can state that much. 

The eyelashes sign is of great value in a neg- 
ative way. That is, when we see a comatose 
patient and we touch the eyelashes and there is 
a winking like movement of the eyelashes, we 
can rule out organic lesions, and in all prob- 
ability we are dealing with a functional dis- 
turbance like hysteria, epilepsy, catatonia, etc. 

While testing this sign I came across another 
sign which is in touching the lower eyelid in all 
sudden cortical lesions like hemorrhages, emboli, 
thrombosis, etc., there is a movement of the 
upper eyelid opposite the lesion. That is, when 
the lesion is on the right side of the cortex 
touching the left lower eyelid there will be a 
movement of the left upper eyelid, while touch- 
ing the right lower eyelid there will be no move- 
ment whatever. In case the lesion is on the left 
side, touching the right lower eyelid there will 
be a movement of the right upper eyelid, while 
touching the left lower eyelid there will be no 
such movement. 





Book Reviews 


THE Mepicat Ciinics oF NortH AMERICA (Issued 
serially, one number every other month.) Volume 
X, Number X, (Boston Number, March, 1927.) 
Octavo of 311 pages with 34 illustrations. Per Clinic 
year, July, 1926 to May, 1927. Paper, $12.00; cloth, 
$16.00 net. Philadelphia and London: W. B. Saun- 
ders Company. 

Contributors to this number are Doctors Christian, 
Crothers, Emery, Fitz, Freedman, Smith, Frothing- 
ham, Hill, Isaacs, Jackson, Joslin, Krantz, Lee, Lord, 
Minot, Morse, Murphy, Ohler, Robey, Root, Crague, 
Sturgis, Talbot, Ullian, Wearn, Weiss, Franklin W. 
White, Paul D. White, Priscella White, Wirt. 


Tue Practica. MepIcINnE Serres. General Thera- 
peutics. Edited by Bernard Fantus, M. D. Series 
1926. Chicago: The Year Book Publishers. Price 


per volume $2.25. Price of the series of eight yol- 

umes $15.00. 

The year 1926 has yielded its proportionate share of 
useful contributions to therapeutics. In this work the 
field has been summarized and brought up to date. 


SHouLp WE Be VaccinaTeD. By Bernard J. Stern, 
Instructor of Sociology, Columbia University. New 
York and London. Harper & Brothers, publishers, 
1927. Price $1.50. 

This work covers all aspects of the subject of vac- 
cination. It weighs the validity of the arguments of 
the antivaccinationists and those in favor of vaccina- 
tion. Health officers and physicians will find this 
work of intense interest for it gives a_ popular, 
critical historical study of the sociological and psycho- 
logical factors which have provoked the persistent 
opposition to vaccination. 


THE TrutH Arout Herepity By William S. Sadler, 
M.D. Illustrated. Chicago: A. C. McClurg & 
Company. 1927. Price $2.50. 

This book is a concise explanation of heredity writ- 
ten for the layman. It is a book that every one can 
understand and should read. 

In this work the author has sifted out the correct 
information on the subject and presents the clear cut 
facts in a very concise manner. 


SoctaL Factors 1N MepicAL Procress. By Bernard 
J. Stern, Ph. D. New York: Columbia University 
Press. 1927. Price $2.25. 

In this work a list of the multiple inventions and 
discoveries in the history of medicine is presented in 
the discussion of the contributions of individuals to 
medical progress. 


TextT-BookK oN DISEASES OF THE SKIN AND SYPHILIS. 
By Albert Strickler, M. D. With 218 illustrations, 
including 6 full page plates, some in colors. Phila- 
delphia: F. A. Davis Company. 1927. Price $8.00 
net. ; 
This work is designed for the use of students and 

practitioners. It presents to the student and the gen- 
eral practitioner a text book on dermatology cor- 
structed on sound, pedagogical principles. The object 
sought in this volume is, to present pathologic, the 
clinical and therapeutic facts in a clear and concise 
manner, 





Society Proceedings 


ADAMS COUNTY 

May 6, 1927. This was the first meeting of the 
Council of the Adams County Medical Society and 
was preceded by a luncheon at the Elks Club at noon 
and the following were present: Drs. Irwin, Wells 
Cohen, McReynolds, Knox, Swanberg, Stevenson and 
Koch. : 

Plans for the picnic to be held in June were dis: 
cussed and it was generally agreed that this meeting 
should be left entirely in the hands of the Entertain 
ment Committee and the picnic be conducted in the 
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same manner as last year. The minutes of the April 
meeting of the society were approved as published in 
the Bulletin. The matter of drug store newspaper 
advertising was discussed and a motion carried that 
the society does not disapprove of advertising of the 
type that had been submitted by one of the Quincy 
druggists. Bills for flowers and telegram to the ex- 
tent of $4.04 were approved. A motion was carried 
that no scientific meetings of the society be held dur- 
ing July and August of this year. A motion was car- 
ried that the delegate of the Adams County Medical 
Society be instructed to nominate Dr. C. D. Center of 
Quincy for Councillor for the Sixth District of the 
State Society at the coming meeting of the House of 
Delegates at Moline. A motion was carried that the 
President and Secretary be instructed to write, in the 
name of the society, a letter to the societies in this 
district and other interested parties to influence them 
to support the election of Dr. Center for Councillor. 
A motion was carried that the next meeting of the 
Council be held at the call of the President. The 
Council adjourned at 1:20 P. M. 

May 9, 1927. This was the regular monthly meet- 
ing of the society held at the Elks Club and called to 
order by the President, at 8:25 P. M. Twenty-nine 
were present, including three guests. 

Dr. H. S. Maupin read a paper on “Diphtheria,” 
discussing the value of anti-toxin, Schick test, etc. 
The discussion was lead by Dr. T. B. Knox, followed 
by Drs. Cohen, Wells, Bowles, Harris, Nickerson, and 
finally closed by Dr. Maupin. Dr. Grant Irwin read 
a very interesting paper on “The Modern Treatment 
of Hemorrhoids,” emphasizing the injection method. 
The discussion was opened by Dr. A. M. Austin, fol- 
lowed by Drs. Harris, Miller, Williams, Pearce, 
Nickerson, Jurgens and finally closed by Dr. Irwin. 

The minutes of the meeting of the Council held on 
May 6 were read and a motion was carried that they 
be received and concurred in. 

The meeting adjourned about 10:30 P. M. 

Harotp Swansere, M. D. 
Secretary. 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
Joint Meeting Chicago Medical Society and the 
Chicago Society of Industrial Medicine and 
Surgery, May 4, 1927 
Symposium on Industrial Health Hazards: 
1. The Heart in Industry, George K. Fenn. 
Discussion, James Britton. 
2. Electrical Shock—Demonstration of Artificial 
Respiration, Hart E. Fisher. 
3. The Nervous Aspect of Industrial Injuries, Wm. 
B. Fisk, 

4. Eye Injuries, Sydney Walker, Jr. 
Furnished by Northwestern 
Medical School, May 11 

Symposium on Kidneys: 
1. Methods Used in Determining Kidney Func- 
tion, Paul Starr, 


Program University 
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2. Nephrosis, William H. Holmes. 
Renal Glycosuria, Don Sutton. 
4. Discussion Opened by Walter H. Nadler. 
Regular Meeting, May 25, 1927 

1. Abnormal. Behavior, Prevention and 
Treatment, Chas. F. Read. 

Discussion, Sidney Kuh, Francis Gerty. 

2. The Treatment of Contractures with Free Full 
Thickness Grafts and Pedunculated Flaps, Summer L. 
Koch. 

Discussion, Allen B. Kanavel. 


Source, 


DE KALB COUNTY 


Thursday, May 12, 1927, over eighty people assem- 
bled at the innovation for the joint meeting of the De 
Kalb County Medical Society and the De Kalb County 
Public Health League. 

The two sons of Clarence Palmer and their pals 
made up a boys’ orchestra which played delightfully 
during the dinner. 

W. M. Hubbard, County Superintendent of Schools 
and President of the Health League opened the meet- 
ing, later turning the gavel over to Dr, E. C. Burton, 
President of the Medical Society. 

Dr. G. Henry Mundt of Chicago gave a splendid ad- 
dress on the “Care of the Eyes of School Children.” 
In the pre-school child look especially for inflamma- 
tory conditions of the eyes and for cross-eye. Dr. 
Mundt emphasized the fact that a child allowed to 
grow up with a cross-eye, grows up with a blind eye 
or at least a very defective one. A crossed eye should 
receive attention as soon as it develops and before the 
child starts to school. 

Children with contagious eye diseases should be ex- 
cluded from schools and if this disease is of a chronic 
nature, such as trachoma, they should remain away 
from school until the child and the family are edu- 
cated to be careful about spreading their disease to 
others. Trachoma is prevalent in Southern Illinois 
but not in Northern Illinois. 

Continuous close work like sewing and weaving are 
injurious to the eyes of children up to the tenth or 
eleventh years. Glary lights are injurious at all ages 
and lights should be shaded for protection from direct 
glare into the eyes as well as reflected glare from 
manuscript. 

Myopia or near-sightedness is the most serious of 
the refractive errors for which glasses are prescribed. 
it is often brought on by eye-strain in early child- 
hood and if this is found to be progressive the child 
should be excluded from school and from all close 
work for one year. Dull slow children often suffer 
from defective vision or defective hearing and pep 
up when these are corrected. 

Mr. Warren Hubbard spoke of “Health Work in 
the Schools.” The physical directors should be clean 
in thought and word and deed—good examples for our 
boys and girls. 

Dr. D. B. Penniman of Rockford, the State Medical 
Society Councilor for this district, was a guest at the 
meeting. Dr. Penniman spoke of the value of periodic 
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health examinations. Often a malady in its early 
stages is discovered at these times and this gives the 
physician a better chance to remove or cure the con- 
dition. 
CuirForp E, SMitH, 
Secretary. 


HENRY COUNTY 

The annual meeting of the Henry County Medical 
Society was held in the Kewanee Public Library Com- 
munity room, Thursday May 5, 1927, at 1:30 P. M. 

In the absence of President John H. Oliver, who 
was in California and also the absence of the Vice- 
President, J. E. Westerlund of Cambridge, who was 
unable to be present, the meeting was called to order 
by Secretary P. J. McDermott. 

Minutes of the previous meetings and Treasurer’s 
report were read and approved. 

Resolutions on the deaths of Dr. D. F. Stewart, 
Galva, and Dr. George Mickelson of Kewanee were 
read and placed on record. It was moved and sec- 
onded that the President-elect each year of the Henry 
County Medical Society be Chairman of the Medical 
Relief in Disaster Committee as formulated by the 
American Medical Association at the Dallas Session, 
July, 1926. Carried. 

The following officers were elected for the coming 
year: 

President, J. E. Westerlund, Cambridge; vice-presi- 
dent, Robert H. Stewart, Galva; secretary-treasurer, 
P. J. McDermott, Kewanee. 

Business session then adjourned. 

At 2:30 P. M. the scientific program was presented. 
The first paper of the afternoon was given by J. S. 
Nagel, Chicago, “Some Diagnostic Points in Renal and 
Bladder Surgery.” The doctor had some very fine 
x-ray films on the above subjects which he exhibited 
during his talk which proved decidedly interesting and 
helpful to those present. 

The last paper on (ue program was given by Philip 
H. Kreuscher of Chicago, his paper was on “Back- 
aches, It’s Causes and Treatment.” Dr. Kreuscher’s 
paper was illustrated by stereopticon slides showing 
the spine in health and diseased conditions which was 
highly instructive. 

Dr. Kreuscher stated that after the elimination of 
bodily deformities such as tuberculosis, rickets, etc., 
it will be found that 70% of the remaining causes of 
backache are due to focal infection of the tonsils, 
teeth or sinuses, 

The meeting was well attended in addition to those 
present from Kewanee, physicians were in attendance 
from Atkinson, Buda, Galva, Geneseo, Depue, Ladd, 
Princeton, Sheffield and Wyoming. 

P. J. McDermott, 
Secretary. 


MERCER COUNTY 


The annual meeting of the Mercer County Medical 
Society was held on Tuesday, April 12, 1927, at the 


Oak View Country Club, Members of the county 
Dental Society were invited as well as the wives of 
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the members and a moderately good attendance fre. 
sulted. 

The meeting started with a luncheon and this was 
followed by a business meeting of the society at which 
the following officers were elected for the following 
year. 

President, V. A. McClanahan, Aledo; vice-president, 
C. M. Murrell, Sherrard; secretary-treasurer, Joseph 
Dauksys, Aledo; Censors, Walter Miles, Viola; T. C, 
Hainline, Seaton and T. D. Coe, Keithsburg. 

A paper on “The Proper Relation Between Dentistry 
and General Medicine” was read by Dr. H. W, 
McMillan of Roseville. 

A paper on “Swellings of the Neck, Mouth and 
Face” was read by Dr. Wilbur Bowen of Peoria. 

A general discussion of both papers followed. 

Dr. H. M. Camp, secretary of the State Society, 
gave a short talk on the general affairs of the organ. 
ization throughout the state and urged all to attend 
the state convention. 

The meeting then adjourned. 

JosePpH Dauksys, 
Secretary. 


OGLE COUNTY 

The Ogle County Medical Society met in regular 
session on the evening of April 28, 1927, at the Malm- 
berg Tavern after an enjoyable dinner for which the 
tavern is famous. There were 18 members and 21 
visitors present. 

Motion made by Dr. Kittler and carried by the 
Society that Dr. Warmolts be elected to fill out the 
unexpired term of Dr. Kretzinger recently deceased. 

It was moved and carried that the President appoint 
a committee to draw up suitable resolutions in memory 
of Dr. Kretzinger who had been a faithful secretary 
of the society for nearly twenty years. 

Moved and carried that a bill for $68.83 which was 
Ogle County’s share of the 1926 Lee and Ogle 
County picnic be paid. 

Moved and carried that the President appoint a 
committee to act with the committee from Lee County 
in arranging for the annual picnic. Drs. Kittler, Ro- 
chelle; Griffin, Polo; Warmolts, Oregon, were ap- 
pointed. 

The County Nurse, Miss Catherine Greene, gave @ 
talk in which she urged better cooperation between 
the County Tuberculosis Clinic and the local physi- 
cians. Discussion by Drs. Beebe, Beveridge, Kittler, 
McEachren, Price and Sheets. 

Dr. S. S. Winner of the State Department of Public 
Health talked on “Diphtheria and Scarlet Fever Con- 
trol.” Discussed by Drs. Culhane, Beveridge, Wood- 
ward, Kittler and Crawford. 

Dr. Maurice Lewison, Professor of Physical Diag- 
nosis, University of Illinois, gave a very practical, 
interesting and instructive talk on “Treatment of 
Diseases of the Heart.” The amount of informatio! 
the doctor was able to impart in a short talk, spoke 
well for his knowledge of the subject. Discussio! 
followed by Drs. Culhane, Murphy, Price, Kittler, 
Bogue and McEachren. 
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On motion made by Dr. Kittler, a rising vote of 
thanks was extended the speakers. 
The meeting adjourned to meet again sometime in 
the summer. LAMBERTUS WARMOLTS, 
Secretary. 


PIKE COUNTY 


The April meeting of the Pike County Medical So- 
ciety was held in Pittsfield on the 28th. 

Thirty-two members and guests partook of an ex- 
cellent noonday luncheon at the Pittsfield House. 

The meeting was held at the Lions Club and the 
following were elected to office for the coming year: 
president, O. H. Berry, New Canton; vice-president, 
W. E. Shashtid, Pittsfield; secretary, F. N. Wells, 
Pittsfield; delegate, P. H. Dechow, Kinderhook; al- 
ternate, W. E. Shashtid, Pittsfield. 

An “All Chicago” program was given, with excellent 
papers by N. S. Davis on “Treatment of Heart Fail- 
ure”; George Edwin Baxter, “Diarrheas of Infancy,” 
and Edward J. Berkheiser, “Disabilities of the Hip,” 
with especial reference to Whitmans Method of Treat- 
ment of “Broken Hip.” 

The consensus of opinion was that this was one of 
the very best programs ever presented before the 
society, and a vote of thanks was given the Chicago 
men, 

There was a total of forty members and visitors 
present. The next meeting will be at Pleasant Hill, 
Thursday, July 28. 

F, M. WELLs, 
Secretary. 





Personals 


Dr. Ludvig Hektoen has been elected a mem- 
ber of the Norwegian Pathological Society in 
Oslo, 

Mr. Charles W. Bergquist has been elected 
president of the Chicago Tuberculosis Institute. 

Dr, Milton E. Bitter, Quincy, has been ap- 
pointed physician for the Anna Brown Home. 

Leroy Millner has been appointed superintend- 
ent of the Municipal Tuberculosis Sanitarium, 
5601 North Crawford Avenue. 

Dr. Karl M. Beck was appointed superintend- 
ent of the Lake County General Hospital, Wau- 
kegan, April 29, to succeed Dr. Charles Lieber, 
Who has held the position for five years. 

Judge Joseph B. David addressed the annual 
meeting of the Chicago Roentgen Society, May 
12, on the “Roentgenologist in Court.” 

Dr. Frank N. Wells, Pittsfield, has been 
elected president of the Pike County Sanatorium 
Board to succeed Dr. Wesley W. Kuntz, Barry, 
resigned, 
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Dr. John Shutack, Joliet, has been appointed 
prison physician, to succeed Dr. William R. 
Fletcher, who recently became postmaster of 
Joliet. 

Dr. Paul W. Wipperman, head of the Decatur 
and Macon County Hospital, Decatur, was re- 
elected president of the Hospital Association of 
Illinois, May 5. 

Dr. Raymond V. Brokaw, for three years city 
health officer of Springfield, resigned, June 1, it 
is reported. 

Dr. Lester E. Frankenthal has given $1,195 to 
the University of Chicago to cover the cost of 
the obstetric and gynecologic library of Professor 
Fehling which has been conveyed to the uni- 
versity. 

Dr. William H. Bishop was elected president 
of the Elgin Physicians’ Club, May 9, and Dr. 
Milton Jacobs, secretary. Dr. Solomon Strouse, 
Chicago, addressed this annual meeting on “‘Dia- 
betes.” 

Mr. G. Herbert Jones, director, Inland Steel 
Company, has given $250,000 more toward the 
construction of the George Herbert Jones Chem- 
istry Laboratory at the University of Chicago. 
Mr. Jones gave $415,000 for the chemistry build- 
ing last December. 

The French government recently conferred the 
cross of officer of the Legion of Honor on Dr, 
Frank Billings, in recognition of his work in 
connection with the memorial to Pasteur to be 
erected in Chicago. Dr. Billings, it has been 
announced, will be the orator at the convocation 
of the University of Chicago, June 14; his sub- 
ject will be “Medicine and Human Progress.” 

Dr. R. W. Dunham has tendered his resigna- 
tion as Medical Director of the Oak Forest Tu- 
berculosis Sanitarium, Oak Forest, Illinois, and 
has accepted the position of Medical Superin- 
tendent at the Ottowa Tuberculosis Sanitarium, 
Ottawa, III. 

Dr. A. M. Saunders read a paper before the 
American Society of Clinical Pathologists on 
“The Changes in the Brain Structure and in 
the Blood Picture in Cases of General Paralysis 
Treated with Malaria.” The society met in 
Washington, D. C., two days preceding the A. 
M. A. convention. 

This issue of the JourNAL carries the portrait 
of Doctor G. Henry Mundt, President of the 
Illinois State Medical Society, as a supplement. 
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News Notes 


—Winnebago County Medical Society pub- 
lished a bulletin, Vol. I, No. 1, recently an- 
nouncing that their meetings this year so far 
averaged 65 members. The editor was too mod- 
est. to give his name, but from the sample of his 
work, we bespeak a useful future for the bulle- 
tin. He must be some singer, too, as he closed 
with the song: “The Coat and Pants Do All the 
Work, but the Vest Gets All the Gravy.” 

—The U. S. Marine Hospital, 4141 Claren- 
don avenue, is being remodeled at a cost of 
$184,000. 

—The Illinois Society for Mental Hygiene 
has moved its office to 203 North Wabash ave- 
nue, room 1008, telephone State 4477. 

—The Hospital Association of Illinois held its 
annual convention at the Hotel Sherman, May 
5-6. 

—At a meeting of the Rock Island County 
Medical Society, Fort Armstrong, May 10, Dr. 
Robert W. Keeton, Chicago, gave an address on 
“Feeding the Sick in Infections.” There was a 
round table discussion on the control of obesity. 

—At the May 20 meeting of the Chicago Gyne- 
cological Society, Dr. William B. Serbin read a 
paper on “Report of Three Hundred and Twenty 
Fetal Postmortems at the Chicago Lying-in Hos- 
pital,” and Dr. Edward D. Allen, “Analysis of 
Thirty-two Cases of Ectopic Pregnancy and of 
Three Cases of Suspected Ectopic Pregnancy.” 

—The Medical Section of the American Life 
Convention held its seventeenth annual meeting 
at the Drake Hotel, May 4-6, under the chair- 
manship of Dr. Carl Stutsman, Des Moines, 
lowa. Dr. Herbert M. Woolen, Indianapolis, 
president, American Life Insurance Company 
and of the American Life Convention, gave an 
address. 

—At the clinical meeting of the Chicago Sur- 
gical Society, May 6, Research Hospital, Univer- 
sity of Illinois, Dr. Dean Lewis, Baltimore, dis- 
cussed “Pathologic History of Goiter”; Dr. Ar- 
thur Dean Bevan gave a clinic on cord tumors. 
and Jacob R. Buchbinder gave a preliminary re- 
port of a study on “The Prevention of Peritoneal! 
Adhesions and Eneapsulation.” 

-~-Dr. Hugo W. Traub, assistant professor of 
medicine, Northwestern Medical 
School, gave a demonstration of a polycystic kid- 
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ney before the Chicago Pathologicai Society, re- 
cently; at the May 9 meeting of the society, 
among others, Drs. Ruth Tunnicliff and Harry 
L. Huber reported a case of granular bronchono- 
cardiasis; Dr. William F. Peterson and George 
Milles read a paper on “Chemical Alterations of 
Lymph in Bacterial Shock.” 

—A program has been arranged for the dedi- 
cation, June 13-17, of the new buildings of 
Northwestern University Medical School on the 
McKinlock Campus, East Chicago Avenue near 
the lake. There will be alumni clinics in all the 
departments of the Montgomery Ward Memorial 
in the mornings. The Archibald Church Library 
and the Frederick Robert Zeit Museum of Pa- 
thology will be dedicated in the afternoon, June 
15, and oil portraits of the founders of the medi- 
cal schools—Nathan Smith Davis, William H. 
Byford, John H. Hollister, Ralph N. Isham and 
Davis Rutter—will be unveiled; also busts of 
Edmund Andrews, Robert L. Rea and others, 
and oil portraits of John Harper Long and 
Frank Billings. The alumni dinner will be that 
evening at the Congress Hotel. On the after- 
noon of June 16, the Robert L. Rea professor 
of anatomy will be installed, and the James A. 
Patten Research Laboratories of Bacteriology 
dedicated. In the evening Dr. Hugh T. Patrick 
will address a special convocation in the John 
B. Murphy Memorial Auditorium, and the fol- 
lowing evening former governor Frank O. Low- 
cen will speak at the general exercises in dedi- 
cation of all the new buildings. There will also 
he special dedication programs for the new law 
and commerce schools of Northwestern, which 
are adjacent to the medical and dental schools 
on the MeKinlock Campus. 

—The Chicago Memorial Hospital, formerly 
at Cottage Grove avenue and Twenty-ninth 
street, opened its new hospital building at Lake 
Michigan and Thirty-third street on National 
Hospital Day, May 12, when a reception to 
friends, physicians and the public was given, and 
patients were received in the various depart- 
ments. This is a five story structure with two 
hasements and a foundation sufficient to accom- 
modate twelve stories. The equipment is new 
and most modern, and the capacity about 100 
beds. Sufficient funds were available to pay 
for the cost of the building, and the hospital’s 
endowment amounts to about $1,000,000. The 
new hospital offers complete facilities for the 
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diagnosis and treatment of disease, and a rela- 
tively new policy as regards the laboratory serv- 
ice in that it shall be available at all times as 
an integral part of the cost of service rather than 
on the basis of special charges for individual 
service. 

—The Young Men’s Christian Association 
dedicated its new ten-story professional building, 
(‘ongress and Wood streets, May 29, which has 
heen erected as a home for the medical, dental 
and pharmacy students in the various institu- 
tions in this great medical center. There are 
rooms for 348 students, with facilities for exer- 
cise and competitive games, and forty additional 
rooms for physicians and others engaged in post- 
graduate work, or who accompany patients to 
the hospitals. In the immediate neighborhood 


ure Cook County Hospital, Rush Medical Col- 
lege, Presbyterian Hospital, Durand Hospital, 
University of Tllinois colleges of medicine, den- 
tistry and pharmacy and hospitals, and Loyola 
University colleges of medicine and dentistry and 


hospitals. ‘Twenty-two members of the faculties 
are on the committee of management of this 
new institution, whose advantages are open to 
men of the community regardless of religious 
affiliation. The students themselves subscribed 
$50,000 toward the building, the faculties and 
alumni $150,000, Dr. Truman W. Brophy do- 
nated the site, and the remainder of the $870,000 
was advanced by the trustees of the Chicago Y. 
M.C. A. Physicians and other professional men 
are invited to the dedication, Sunday, May 29, 
and to inspect the building. The executive sec- 
retary is Mr. Lucius C. Hollister; the telephone, 
West 2660. 

—President Mason announced, April 20, that 
Colonel and Mrs. Roberts had given $1,000,000 
through the medium of the Bobs Roberts Me- 
morial Hospital for Children for charitable pur- 
poses, and that the children’s hospital will be 
an addition to the University of Chicago clinics. 
About half of this sum will be used to build 
and equip the 100 bed hospital on a site at Fifty- 
ninth street and Drexel avenue; the remainder 
will be used for endowment. The new hospital 
will be a memorial to the son of the donors who 
died in 191%, aged 51% years. This, with the 
Lying-in Hospital, whose affiliation 
was recently announced, will give the University 
of Chicago exceptional facilities for the care of 
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children and for research in children’s diseases. 


_ The Bobs Roberts Memorial Hospital will adjoin 


the Chicago Lying-in Hospital, and will be inti- 
mately associated with the care of children born 
there; both will have free access to the facilities 
of the other university clinics. Construction is 
expected to start before the end of this year. 
Colonel Roberts is president of Miller and Hart, 
packers, located in the Union Stockyards. 

—The entire collection of books and periodi- 
cals on surgery of the late Dr. Albert E. Hal- 
stead has been donated by his widow to North- 
western University Medical School; they will be 
installed in a seminar room adjoining the Archi- 
bald Church Memorial Library and will be 
known as the “Albert Edward Halstead Surgical 
Library.” 


—Dr. Benjamin Goldberg has recently been 
appointed as a member of the Board of Direc- 
tors of the Municipal Tuberculosis Sanitarium. 
At a subsequent election of officers, he was elected 
Secretary of the Board of Directors. 

As Secretary of the Board and the only medi- 
cal member, Dr. Goldberg will have much to do 
with formulating the medical policies, both in 
the dispensaries and at the Sanitarium. 

There are eight dispensaries, situated in the 
congested districts, with a total registration of 
35,340 patients, and a staff of twenty-five physi- 
cians, ten dentists and one hundred and sixty 
nurses. 

The Sanitarium proper is staffed by twelve 
physicians and sixty-nine nurses, and with the 
new addition almost completed, will have a bed 
capacity of over 1200. 

In addition, there are fifty School Tuberculo- 
sis Physicians and fifty School Tuberculosis 
Nurses on the Sanitarium payroll, engaged in 
tuberculosis work in the schools, 


—At a regular meeting of the Elgin Physi- 
cians Club held May 9, 1927, Dr. Solomon 
Strouse of Chicago gave a very instructive talk 
on “Diabetes.” 

The following officers were elected for the 
coming year: Dr. Wm. H. Bishop, president; 
Dr. A. J. Higgins, vice-president; Dr. Milton 
Jacobs, secretary; Dr. L. J. Hughes, program 
committee. 


——The big annual picnic of the Adams County 
Medical Society will be held on Thursday, June 
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16, at Camp Irwin at Martindale, a few miles 
south of Quincy on the Mississippi. It will be 
an all-day affair with a chicken dinner served 
at noon, following which there will be an address 
by Dr. John R. Neal of Springfield, Illinois, 
Chairman of the Legislative Committee of the 
Illinois State Medical Society on “Legislative 
Problems” and by Dr. E. G. C. Williams of Dan- 
ville, Illinois, on “Professional Collections.” 
Every ethical physician in Central Western IIli- 
nois is cordially invited to be the guest of the 
Adams County Medical Society on this occasion. 


—The reorganized staff of the Garfield Park 
Hospital, Inc., includes the following additions: 

Medicine—Dr. Theodore Tieken, Dr. Clarence 
J. McMullen. 

Surgery—Dr. Cassius C. Rogers, Dr. Frank D. 
Moore, Dr. Henry L. Baker, Dr. Leslie F. Mac- 
Diarmid. 

Orthopedic Surgery—Dr. George H. Mussel- 
man. 

Pediatrics 
Kraft. 

Obstetrics—Dr. Carl Bauer. 

Urology—Dr. Vincent O’Connor. 

Dermatology—Dr. Erwin T. Zisler. 

Neurology—Dr. Chas. F. Reed, Dr. A. B. T. 
Heym. 

Otolaryngology and Rhinology—Dr. R. H. 
Good. 

Ophthalmology—Dr. Robert VonderHeydt. 

Pathology—Dr. Josiah J. Moore. 


Dr. Craig D. Butler, Dr. J. C. 


—-At a meeting of the Staff of Post Graduate 
Hospital and Medical School held on April 14, 
1927, the following officers were elected: Presi- 
dent, Dr. C. J. Drueck; vice-president, Dr. B. C. 
Cushway; secretary, Dr. Hugo W. Traub. 


Deaths 


Hersert H. Batpwin, Joliet, Ill.; Chicago Medical 
College, 1883; aged 69; died, April 16, at the Silver 
Cross Hospital, of suppression of urine following a 
cystostomy necessitated by carcinoma of the prostate. 

Merritt CALDWELL Bracpon, Evanston, IIl.; Hahne- 
mann Medical College and Hospital, Philadelphia, 
1873; aged 77; died May 10; of pneumonia. He was 
a graduate of Northwestern University and a member 
of the board of trustees of that institution. 

Joan Payne Browne, Plainfield, Ill.; Medical De- 
partment of the University of Illinois, Chicago, 1905; 
a Fellow A. M. A.; for seven years president of the 
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school board; aged 62; died, May 3, of progressive 
muscular atrophy. 

JouN FRANKLIN CALDWELL, Beecher City, Ill.; Uni- 
versity of Tennessee College of Medicine, Memphis, 
1890; aged 73; died, April 15, of endocarditis and 
articular rheumatism. 

Noau ALLEN CroucH, Assumption, IIl.; Washing- 
ton University Medical School, St. Louis, 1896; died, 
May 1, at Decatur Hospital. 

W. O. Denman, Greenup, Ill.; Eclectic Medical 
Institute, Cincinnati, 1874; aged 76; died, April 24, 
of myocarditis. 

WitiaM A. Driver, Chicago; Illinois Medical Col- 
lege, Chicago, 1909; aged 50; died, April 6, at the 
Providence Hospital, of injuries received in an auto- 
mobile accident. 

James CLypE Etper, Chicago; Rush Medical Col- 
lege, Chicago, 1918; aged 45; died, April 17, at the 
Wesley Memorial Hospital, of glioma and cerebral 
hemorrhage. 

James P. Extis, Augusta, Ill.; College of Physicians 
and Surgeons, Chicago, 1890; member of the Illinois 
State Medical Society; formerly postmaster, police 
magistrate and mayor; aged 69; died, April 30, of 
acute edema of the lung. 

Victor I. ENGLert, Chicago; Washington University 
School of Medicine, St. Louis, 1906; member of the 
Illinois State Medical Society; aged 56; died, April 
11, of chronic ethmoid and sphenoid sinusitis. 

Apert F, Fitcu, Chicago; Illinois Medical College, 
Chicago, 1902; aged 68; died, April 25, of lobar pneu- 
monia and chronic myocarditis. 

Jessiz Marcaret Horton Koesster, Chicago; Rush 
Medical College, Chicago, 1904; aged 47; died Jan- 
uary 29. 

FrANK WarsiteE Lampben, Chicago; Hahnemann 
Medical College and Hospital, Chicago, 1895; aged 69; 
died, April 12, of a skull fracture received in an 
automobile accident. 

Amos L, Lennarp, Chicago (licensed, Illinois, 1887) ; 
aged 90; died recently, of pleurisy, cerebral hemor- 
rhage and arteriosclerosis. 

Herman M. Lupwic, Chicago; Bennett Medical 
College, Chicago, 1884; a Fellow A. M. A.; for many 
years on the staff of the Chicago Municipal Tuber- 
culosis Sanitarium and formerly on the staff of the 
Frances Willard Hospital; aged 76; died, March 13, 
of myocarditis and nephritis. 

Eten Parrrince, Chicago; Northwestern University 
Woman’s Medical School, Chicago, 1874; aged 80; 
died, April 10; of cerebral hemorrhage and_ lobar 
pneumonia. 

Tomm PickLes, Buncombe, IIl., (licensed, Illinois, 
1889) ; aged 74; died, April 6, of cerebral hemorrhage. 

Epwarp Ira Pore, Chicago; Washington University 
Medical School, St. Louis, 1881; on the staff of the 
American Hospital; aged 74; died, March 31, at the 
Presbyterian Hospital, of pulmonary embolism. 

Exurs H. Spartinc, Chicago; Chicago Homeopathic 
Medical College, 1884; aged 84; died, May 8, of carci- 
noma of the prostate gland. 








